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CHAPTER  1 


INTRODUCTION 


A  cornerstone  of  the  comprehensive  reform  of  physician  payment,  enacted  by  the  Congress 
in  the  Omnibus  Budget  Reconciliation  Act  of  1989,  is  the  Medicare  Fee  Schedule.  It  is 
designed  to  replace  the  current  charge-based  method  of  paying  physicians  with  a  resource- 
based  fee  schedule  that  more  accurately  reflects  the  work  and  practice  costs  involved  in 
providing  services.  The  Medicare  Fee  Schedule  becomes  effective  beginning  in  January 
1992. 

The  Physician  Payment  Review  Commission  is  charged  with  advising  the  Congress  on  this 
major  reform  effort.  One  significant  impediment  to  successful  implementation  of  the  fee 
schedule  has  been  a  methodology  that  ensures  more  equitable  payment  for  evaluation  and 
management  (EM)  services,  regardless  of  physician  specialty.  The  Survey  of  Visits  and 
Consultations  (Visit  Survey),  which  the  Commission  completed  in  1990,  provides  data  for 
resolving  this  problem. 

Currently,  physicians  bill  Medicare  for  EM  services  using  Current  Procedural  Terminology 
(CPT)  visit  and  consultation  codes.  However,  the  Commission  and  others  have  shown  that 
these  codes  are  neither  interpreted  nor  used  uniformly.  Physicians  in  different  parts  of 
the  country  and  in  different  specialties  use  the  same  CPT  code  to  bill  for  visits  that  vary 
substantially  in  terms  of  work.  This  variation  can  be  accommodated  under  the  current 
method  for  determining  payment,  since  payment  is  based  on  charge  screens  that  vary  by 
specialty  and  locality.  Under  the  Medicare  Fee  Schedule,  however,  a  single  relative  value 
will  be  assigned  to  each  code  nationally  and  this  value  will  apply  to  physicians  in  all 
specialties.  Revising  the  visit  coding  system  to  comply  with  the  special  requirements  of  the 
fee  schedule  is  therefore  a  key  step  in  assigning  accurate  and  equitable  values  to  EM 
services. 

The  Commission's  Visit  Survey  was  designed  to  provide  information  that  would  be  helpful 
in  revising  visit  codes  and  assigning  relative  values  to  them.  The  study  entailed  a  log-diary 
survey  of  physicians  in  a  primary  care  specialty,  a  medical  specialty,  and  a  surgical 
specialty.  The  survey  collected  data  about  visits  and  consultations  provided  in  actual 
practice  to  identify: 
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the  characteristics  of  visits  that  correlate  well  with  resource  costs;  and 

•  the  actual  resource  costs  (physician  time  and  effort;  input  by  physician- 
employed  ancillary  personnel)  involved  in  providing  visits  of  different  types. 

The  results  of  the  Visit  Survey  suggest  that  five  characteristics  are  closely  correlated  with 
the  resource  costs  of  visits  and  would  therefore  be  important  to  include  in  a  coding  system: 

•  the  time  the  physician  spends  in  the  encounter, 
o  the  site  of  service, 

•  whether  the  patient  was  referred  by  another  physician, 

•  whether  the  patient  is  new  or  established,  and 

•  whether  the  physician  is  initiating  or  continuing  care. 

Data  from  the  Visit  Survey  demonstrate  a  strong  relationship  between  the  time  and  work 
involved  in  visits.  The  other  four  characteristics  modify  this  relationship,  primarily  because 
these  types  of  visits  differ  in  terms  of  effort  (work  per  unit  of  time). 

With  a  coding  system  incorporating  these  five  elements,  accurate  relative  work  values  can 
be  assigned  using  the  relationship  between  time  and  work  for  the  different  types  of  visits. 
Data  from  the  Visit  Survey  suggest  that  this  relationship  is  generally  similar  for  physicians 
in  different  specialties.  Values  assigned  in  this  way  would  therefore  be  likely  to  lead  to 
equitable  payment  under  a  fee  schedule  without  specialty  differentials. 

Since  the  Visit  Survey  provides  data  derived  from  actual  practice,  it  complements  data 
based  on  vignettes  from  the  National  Study  of  Resource-Based  Relative  Value  Scales 
(Hsiao  and  others  1988;  Hsiao  and  others  1990).  The  Commission  has  used  data  from  the 
Visit  Survey  to  assess  how  well  the  relationship  between  time  and  work  derived  from  the 
Hsiao  study  reflects  the  relationship  in  actual  practice.  Differences  between  the  two 
studies  suggest  that  relative  work  values  assigned  to  EM  services  in  Phase  II  of  the  Hsiao 
study  will  need  to  be  refined  before  the  fee  schedule  is  implemented. 

The  chapters  that  follow  describe  the  Visit  Survey  in  detail.  Chapter  2  reviews  the 
research  design  and  implementation  of  the  survey,  focusing  on  the  sampling  strategy,  the 
development  of  the  survey  instruments,  the  survey  field  process,  and  the  validation  study. 
The  survey  materials  are  reproduced  in  a  series  of  appendixes.  Chapter  3  presents  an 
overview  of  the  results  of  the  Visit  Survey  in  six  analytical  sections: 
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•  the  sample  of  physicians, 

•  the  sample  of  visits, 

•  physician  time  involved  in  visits, 

•  the  relationship  between  physician  time  and  physician  work, 

•  the  role  of  physician-employed  ancillary  personnel,  and 

•  the  use  of  current  visit  codes. 

Application  of  the  Visit  Survey  results  to  revising  codes  and  assigning  relative  work  values 
to  EM  services  under  the  Medicare  Fee  Schedule  is  discussed  in  Chapters  4  and  5.  These 
chapters  are  drawn  largely  from  the  Commission's  Annual  Report  to  Congress,  1991, 
Chapters  8  and  2,  respectively. 

REFERENCES 

Hsiao,  W.C.  and  others,  A  National  Study  of  Resource-Based  Relative  Value  Scales  for 
Physician  Services:  Final  Report,  Harvard  School  of  Public  Health,  September  1988. 

Hsiao,  W.C.  and  others,  A  National  Study  of  Resource-Based  Relative  Value  Scales  for 
Physician  Services:  Phase  II  Final  Report,  Harvard  School  of  Public  Health, 
September  1990. 

Physician  Payment  Review  Commission,  Annual  Report  to  Congress  1991,  Washington,  DC, 
1991. 
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CHAPTER  2 


RESEARCH  DESIGN  AND 
IMPLEMENTATION  OF  THE  VISIT  SURVEY 


This  chapter  presents  an  overview  of  the  design  and  implementation  of  the  Commission's 
Visit  Survey.  It  begins  with  a  discussion  of  the  sampling  strategy  that  was  used  to  identify 
the  physicians  who  participated  in  the  survey.  It  then  describes  the  survey  instruments  and 
their  development.  It  concludes  with  a  description  of  the  survey  field  process  and  the 
validation  study. 

The  research  design,  methods,  and  instruments  for  the  Visit  Survey  were  developed  with 
the  advice  and  support  of  a  technical  advisory  panel  of  health  services  researchers; 
societies  representing  the  specialties  to  be  studied  (the  American  College  of  Physicians, 
the  American  Society  of  Internal  Medicine,  the  American  College  of  Rheumatology,  and 
the  American  Urological  Association);  and  a  focus  group  of  seven  actively  practicing 
internists,  rheumatologists,  and  urologists  and  three  nonphysician  practitioners  who  work 
with  physicians  in  these  specialties.  Members  of  the  technical  advisory  panel  and  the  focus 
group  are  identified  in  Appendix  A.  The  survey  was  conducted  in  1989  by  Birch  &  Davis 
Associates  (B&D)  with  the  assistance  of  the  Opinion  Research  Corporation  (ORC). 
Susan  Marquis,  Ph.D.,  senior  economist  at  the  RAND  Corporation,  and  Paul  Menick, 
senior  programmer  at  Social  and  Scientific  Systems,  Inc.,  worked  with  the  Commission  on 
the  analysis. 


STUDY  SAMPLE 


The  survey  sought  to  obtain  information  about  office  visits,  hospital  visits,  and 
consultations  provided  by  actively  practicing  physicians  in  different  specialties. 

Target  Population 

Due  to  cost  and  time  constraints,  only  three  specialties  could  be  included  in  the  survey. 
General  internal  medicine,  rheumatology,  and  urology  were  chosen  because  physicians  in 
these  specialties  (1)  furnish  a  different  mix  of  visit  services;  (2)  as  a  group,  provide  a  broad 
spectrum  of  visits  and  consultations;  and  (3)  care  for  a  high  proportion  of  elderly  patients. 
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In  addition,  societies  representing  these  specialties  were  committed  to  active  participation 
in  the  design  and  implementation  of  the  study. 

Eligibility  criteria  were  designed  to  ensure  that  physicians  participating  in  the  survey  would 
be  (1)  defined  as  general  internists,  rheumatologists,  or  urologists  by  the  societies 
representing  these  specialties;  (2)  representative  of  clinically  active  physicians  in  typical 
practice  settings;  (3)  actively  involved  in  the  care  of  Medicare  patients;  and  (4)  able  to 
provide  the  information  requested  on  the  visit  encounter  forms.  The  specific  eligibility 
criteria  are  listed  below: 

•  nonfederal  physician  residing  in  the  United  States; 
o  not  currently  in  a  residency /fellowship  program; 

•  major  professional  activity  is  office-  or  hospital-based  patient  care; 
o  board  certified  or  board  eligible  in  the  surveyed  specialty;2 

•  spend  at  least  36  hours  per  week  in  direct  patient  care; 

•  spend  at  least  60  percent  of  direct  patient  care  time  caring  for  patients  with 
diseases  related  to  the  surveyed  specialty; 

o        practice  not  based  in  an  emergency  room  or  urgent  care  center; 

•  medical  or  nursing  students  do  not  participate  in  the  practice  more  than 
two  days  per  week; 

•  at  least  80  percent  of  the  patients  in  the  physician's  practice  receive  bills 
based  on  Current  Procedural  Terminology  (CPT)  codes,  which  are  assigned 
by  the  practice; 

•  no  more  than  20  percent  of  the  patients  in  the  physician's  practice  are 
covered  by  capitation;  and 

•  at  least  20  percent  of  the  patients  in  the  physician's  practice  are  65  years 
of  age  or  older. 


2  Rheumatologists  who  were  neither  board-certified  nor  board-eligible  in  rheumatology  were  eligible  for  the 
survey  if  they  were  a  fellow  in  the  American  College  of  Rheumatology. 


Sampling  Strategy 


The  goal  of  the  study  was  to  receive  completed  encounter  forms  from  100  physicians  in 
each  specialty  who  were  representative  of  the  target  population.  The  American  Medical 
Association  (AMA)  Physician  Masterfile  was  used  to  obtain  a  large  sample  of  potentially 
eligible  physicians  in  each  specialty.  Telephone  interviews  were  then  used  to  identify  a 
representative  sample  of  168  physicians  in  each  specialty  who  met  all  eligibility  criteria  and 
who  were  willing  to  participate  in  the  survey. 

The  sampling  strategy  was  based  on  the  assumptions  that  one  in  five  physicians  would  be 
contacted  for  telephone  interviews  within  the  timeframe  of  the  study,  that  one  in  three  of 
these  physicians  would  be  eligible  and  willing  to  participate  in  the  survey,  and  that  60 
percent  of  the  eligible  and  willing  physicians  would  complete  the  survey. 

The  initial  sample  for  each  specialty  was  drawn  from  the  AMA  Masterfile,  a  database  of 
the  entire  United  States  physician  population.  Internal  medicine  was  narrowly  defined  so 
that  it  excluded  internal  medicine  subspecialties.  The  specialty  universes  excluded  federally 
employed  physicians;  residents;  non-patient  care  physicians  (those  who  listed  as  their 
primary  activity  administration,  teaching,  research,  other,  or  unclassified);  physicians  not 
residing  in  the  United  States  or  lacking  an  address;  and  retired,  semiretired,  or  inactive 
physicians. 

Random  samples  of  2,500  internists  and  2,500  urologists  were  drawn  from  their  respective 
specialty  universes.  The  entire  universe  of  1,864  rheumatologists  constituted  the 
rheumatology  "sample".  The  samples  were  representative  geographically  and  in  terms  of 
age.3  Each  specialty's  sample  was  divided  into  random  groups  (replicates)  of  100 
physicians.  Replicates  were  released  as  needed  until  telephone  interviewers  identified  168 
physicians  in  each  specialty  who  met  all  eligibility  requirements  and  were  willing  to 
participate  in  the  survey. 

DEVELOPMENT  AND  DESCRIPTION  OF  THE  SURVEY  INSTRUMENTS 

The  study  used  two  survey  instruments:  a  telephone  screener  and  an  encounter  form  on 
which  physicians  and  their  staffs  recorded  detailed  information  about  each  visit.  Both 
instruments  were  developed  with  the  help  of  members  of  the  technical  advisory  panel  and 
the  focus  group. 


3  The  urology  sample  oversampled  urologists  under  age  45. 
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Each  instrument  was  pretested,  revised,  and  pilot  tested  before  it  was  approved  for  the 
final  survey.  The  telephone  screener  was  pretested  on  20  practicing  physicians  in  each 
specialty.  The  encounter  forms  were  pretested  by  five  local  practicing  physicians  in  each 
specialty.  Physicians  and  their  staff  members  were  observed  while  using  the  encounter 
forms.  Physicians  were  then  interviewed  to  discuss  problems  and  suggestions  for 
refinement. 

As  a  result  of  the  pretest,  both  instruments  were  substantially  improved.  The  refined 
instruments  were  tested  in  a  pilot  study  of  general  internists.  The  telephone  screener  was 
not  changed  after  this  study.  A  minor  change  was  made  in  the  encounter  form  (see  the 
discussion  of  encounter  start  and  stop  times  below). 

Telephone  Screener 

The  telephone  screener  was  designed  to:  (1)  screen  from  the  sample  physicians  not 
meeting  the  criteria  for  participation  in  the  survey;  (2)  collect  demographic  and  practice 
information  about  eligible  physicians  that  could  be  used  to  identify  potential  sources  of 
nonrespondent  bias;  and  (3)  encourage  eligible  physicians  to  participate.  The  script  for 
the  telephone  screener,  which  took  approximately  10  minutes  to  complete,  is  presented  in 
Appendix  B. 

Eligibility.  In  the  initial  part  of  the  interview,  physicians  were  questioned  about  eligibility 
criteria.  The  interview  was  terminated  if  any  criterion  was  not  met. 

Practice/Demographic  Information.  The  second  part  of  the  interview  was  not  used  for 
screening.  Instead,  it  was  designed  to  obtain  information  from  eligible  physicians  that 
could  be  used  to  analyze  nonrespondent  bias.  Specifically,  eligible  physicians  were 
questioned  about: 

•  their  practice  type  (solo,  single  specialty  group,  multispecialty  group, 
university  full-time  faculty,  health  maintenance  organization)  and  the 
number  of  physicians  in  their  group  (if  applicable); 

the  type  and  number  of  nonphysician  employees  who  work  directly  with 
them  in  their  practice; 

•  the  number  of  office  and  hospital  visits  they  provide  in  a  typical  week; 

•  the  number  of  hours  they  spend  in  direct  patient  contact  in  a  typical  week; 

•  the  number  of  hours  they  spend  on  the  telephone  in  matters  related  to 
patient  care  in  a  typical  week; 
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•  the  amount  of  time  they  schedule  for  a  comprehensive  new  patient  office 
visit; 

•  the  amount  of  time  they  schedule  for  a  routine  established  patient  office 
visit; 

•  the  time  it  takes,  on  average,  for  an  established  patient  to  get  an  office 
appointment  to  see  them  (the  physician)  for  a  non-emergency  problem; 

•  the  time  it  takes,  on  average,  for  a  new  patient  to  get  an  office 
appointment  to  see  them  (the  physician)  for  a  non-emergency  problem; 

•  the  number  of  years  they  have  been  in  practice,  not  including  residency 
training;  and 

•  their  age,  sex,  office  address,  and  society  membership. 

Recruitment.  In  the  final  part  of  the  interview,  eligible  physicians  were  provided  with 
additional  information  about  the  survey  and  encouraged  to  participate. 

Encounter  Forms 

Physicians  and  their  staff  members  used  encounter  forms  to  record  patient  characteristics, 
visit  characteristics,  specific  evaluation  and  management  (EM)  services,  times,  estimates 
of  work,  and  billing  codes  for  55  consecutive  office  visits,  hospital  visits,  and  consultations. 
Separate  one-page  forms  were  used  for  each  encounter.  The  forms  were  designed  to  be 
clear,  to  be  easy  to  use  in  different  practice  settings,  to  take  a  short  amount  of  time  to  fill 
out  (no  more  than  three  minutes  of  the  physician's  time  and  three  minutes  of  support  staff 
time),  and  to  protect  patient  confidentiality. 

The  encounter  forms  for  the  three  specialties  are  presented  in  Appendix  C.  With  the 
exception  of  the  benchmark  vignette  used  to  estimate  physician  work  and  a  question  about 
global  surgical  visits,  these  forms  are  identical.  An  instruction  booklet  was  developed  to 
help  physicians  and  their  employees  use  the  forms  properly  (Appendix  D). 

Patient/Visit  Characteristics.  One  important  goal  of  the  survey  was  to  identify  variables 
(patient  and  visit  characteristics)  that  have  a  substantial  effect  on  the  relationship  between 
work  and  time  in  visits.  The  study  was  designed  to  examine  the  effect  of  seven  variables: 

Patient  age  -  recorded  as  date  of  birth. 
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Type  of  patient  —  recorded  as  new  patient  (new  to  the  physician's  practice)  or 
established  patient. 

Sequence  of  care  ~  initial  and  subsequent  care  was  imputed  from  the  CPT  code 
physicians  used  to  bill  for  inpatient  visits. 

Site  of  service  -  recorded  as  office/outpatient  department  visit  or  inpatient 
hospital  visit.  Intensive  care  unit  visits  and  emergency  department  visits  were  not 
included  in  the  survey  because  the  technical  advisory  panel  and  focus  group 
thought  it  would  be  too  difficult  for  physicians  to  fill  out  encounter  forms  in  these 
settings.  Nursing  home  visits  and  home  visits  were  excluded  because  they  are 
performed  infrequently  and  would  have  required  a  larger  sample  size  for  analysis. 

Referral  status  --  physicians  were  asked  if  another  physician  referred  this  patient 
to  them  for  the  problem  addressed  during  this  visit. 

Type  of  problem  -  physicians  were  asked  if  they  evaluated  the  patient  for  a  new 
problem  (involving  the  consideration  of  a  new  differential  diagnosis)  during  this 
visit.  By  definition,  all  new  patient  visits  were  considered  new  problem  visits. 

Cognitive/physical  impairment  --  physicians  were  asked  if  the  patient  had  disabling 
cognitive  impairment  (could  not  follow  simple  explanations  or  instructions,  was 
easily  confused,  or  had  difficulty  remembering)  or  chronically  needed  help  with 
eating,  toileting,  bathing,  or  transferring  from  a  bed  or  chair.4 

Additional  variables  were  considered  but  not  included  in  the  study.  Some  variables,  such 
as  the  number  and  severity  of  problems  addressed,  could  not  be  defined  in  a  way  that 
physicians  would  interpret  them  uniformly.  Others,  such  as  diagnosis  or  presenting 
complaint,  would  have  required  a  much  larger  sample  size  for  analysis. 

Time  Involved  in  Providing  EM  Services.  A  second  goal  of  the  study  was  to  obtain 
accurate  information  about  the  time  physicians  and  their  employees  spend  providing  EM 
services  before,  during,  and  after  the  encounter  for  each  visit.  Times  were  recorded 
separately  by  the  physician  and  the  members  of  his  or  her  staff.5  In  each  practice,  staff 
members  were  identified  on  a  practice  roster  and  assigned  distinct  provider  codes.  Times 
were  recorded  only  for  EM  services.  Participants  were  instructed  not  to  record  any  time 
spent  providing  technical  procedures  billed  separately  from  the  visit. 


4  Diane  Rowland,  Sc.D.,  Assistant  Professor  at  the  Johns  Hopkins  University  School  of  Hygiene  and  Public 
Health,  helped  define  cognitive/physical  impairment  for  the  survey  instrument. 

5  The  Visit  Survey  did  not  obtain  information  about  visits  provided  solely  by  nonphysicians. 
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Start/Stop  Times  for  EM  Services  Provided  on  the  Day  of  the  Visit.  Physicians  and  then- 
staff  members  used  clipboards  with  attached  digital  watches  to  record  start  and  stop  times 
for  any  of  seven  categories  of  EM  services  they  provided  on  the  day  of  the  visit.  Start  and 
stop  times  were  used  rather  than  elapsed  time  or  estimates  of  time  because  this  measure 
is  more  accurate  and  less  amenable  to  gaming.  Participants  were  given  special  instructions 
to  help  them  deal  with  interruptions  and  delays. 

The  seven  categories  of  EM  services  provided  on  the  day  of  the  visit  are  listed  and  defined 
below. 

Review  of  Records  —  This  category  includes  review  of  the  patient's  medical  record, 
diagnostic  laboratory  and  imaging  studies  performed  and  billed  by  other  physicians, 
charted  test  results,  and  records  from  other  providers  (such  as  referral  reports  and 
physical  therapy  reports). 

History  and  Physical  Exam  -  This  category  includes  escorting  the  patient  to  the 
examining  room,  helping  the  patient  dress  and  undress,  recording  the  chief 
complaint  and  vital  signs,  taking  the  patient's  history,  and  performing  the  physical 
examination. 

Patient  and  Family  Counseling  -  This  category  includes  both  face-to-face  and 
telephone  discussions  with  the  patient  or  family  on  the  day  of  the  visit  regarding 
the  patient's  health  problems  and  treatment. 

Charting  and  Dictation  -  This  category  includes  writing  or  dictating  the  patient's 
medical  record,  referral  notes,  and  forms  for  third-party  payers  (such  as  prior 
authorization  forms).  It  does  not  include  transcription. 

Contact  with  Other  Providers  -  This  category  includes  contact  with  other  health 
care  or  social  service  providers  (excluding  house  staff)  about  the  problems 
addressed  during  the  patient's  visit. 

Clinical  Contact  with  House  Staff  ~  This  category  includes  discussion  of  the 
patient's  problem(s)  with  house  staff  members  responsible  for  the  care  of  the 
patient.  It  does  not  include  general  house  staff  rounds  or  teaching. 

Scheduling  and  Obtaining  Test  Results  -  This  category  includes  scheduling  tests 
and  admissions  (including  prior  authorization  and  preadmission  review)  and 
obtaining  reports  of  previous  tests,  evaluations,  and  admissions.  It  does  not  include 
billing  services. 

The  seven  categories  were  designed  to  represent  discrete  EM  services  to  most  clinicians. 
Nonetheless,  some  study  participants  performed  services  in  two  categories  simultaneously. 
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When  this  occurred,  they  were  instructed  to  record  start  and  stop  times  only  under  the 
principal  activity.  (For  example,  physicians  who  chart  the  history  and  physical  examination 
while  performing  it  were  instructed  to  record  the  start  and  stop  time  for  the  combined 
service  under  the  category  "history  and  physical  exam").  EM  services  not  represented  by 
one  of  the  seven  categories  (such  as  a  literature  review  related  to  a  patient's  diagnosis  or 
treatment  plan)  were  recorded  under  a  category  entitled  "other." 

Start  and  stop  times  were  recorded  for  all  EM  services  provided  on  the  day  of  the  visit, 
including  those  provided  when  the  patient  was  in  the  office  as  well  as  those  provided  on 
the  day  of  the  visit  before  the  patient  arrived  or  after  the  patient  left.  To  identify  EM 
services  actually  performed  during  the  encounter,  participants  were  asked  to  note  the  time 
each  encounter  began  and  the  time  it  ended.  Office  encounters  were  defined  as  beginning 
when  the  patient  is  escorted  to  a  consultation  or  examining  room  and  ending  when  the 
patient  leaves  the  consultation/examining  area  to  check  out  with  the  billing  clerk  or 
receptionist.  Inpatient  encounters  were  defined  as  beginning  when  the  physician  begins  the 
interaction  with  the  patient  or  the  patient's  chart  and  ending  when  this  interaction  is 
completed.6  In  the  analysis  of  survey  results,  encounter  time  was  calculated  for  each  visit 
by  summing  the  start/stop  times  for  all  categories  of  EM  services  provided  during  the 
encounter  period. 

Estimates  of  Time  for  EM  Services  Provided  Before  and  After  the  Day  of  the  Visit. 

Physicians  in  both  the  focus  and  pretest  groups  did  not  think  it  would  be  feasible  to  keep 
encounter  forms  readily  accessible  for  more  than  one  day.  Therefore,  physicians  in  the 
study  were  asked  to  estimate  the  time  they  and  their  staff  members  spent  before  the  day 
of  the  visit  or  would  be  likely  to  spend  after  the  day  of  the  visit  providing  five  categories 
of  EM  services.  In  estimating  these  times,  physicians  were  instructed  to  consider  only  EM 
services,  and  only  services  directly  related  to  the  visit.  They  were  encouraged  to  review 
their  actual  start  and  stop  times  for  various  activities  because  physicians  in  the  pretest 
found  this  information  helped  them  estimate  time  more  accurately. 

The  five  categories  of  EM  services  provided  before  or  after  the  day  of  the  visit  are  listed 
and  defined  below. 

Review  of  Records  ~  Defined  as  above. 

Talking  to  the  Patient  and  Family  -  This  category  includes  telephone  discussions 
with  the  patient  or  family  before  or  after  the  day  of  the  visit  regarding  the  patient's 
health  problems  and  treatment. 


6  In  the  pilot  study,  physicians  were  asked  to  record  this  information  for  outpatient  visits,  but  not  for  inpatient 
visits.  In  the  final  study,  physicians  recorded  this  information  for  both  types  of  visits. 
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Charting  and  Dictation  —  Defined  as  above. 

Contact  with  Other  Providers  --  Defined  as  above. 

Scheduling  and  Obtaining  Test  Results  --  Defined  as  above. 

Physician  Work  Involved  in  Providing  EM  Services.  A  third  goal  of  the  study  was  to 
obtain  reliable  estimates  of  the  relative  amount  of  physician  work  involved  in  each  visit. 
Physicians  were  asked  to  estimate  their  total  work  directly,  eliminating  the  need  to  rely  on 
assumptions  to  impute  these  values.  Physicians  were  also  asked  to  estimate  the  percentage 
of  total  work  they  performed  on  the  day  of  the  visit.  This  allowed  the  relative  intensity 
(work  per  unit  of  time)  of  EM  services  performed  on  the  day  of  the  visit  to  be  compared 
to  the  intensity  of  EM  services  performed  before  and  after  the  day  of  the  visit. 

Physicians  used  the  technique  of  ratio  (magnitude)  estimation  to  assign  total  physician 
work  values  (TPWs)  to  their  visits.  In  this  method,  they  compared  the  work  involved  in 
performing  all  of  the  physician  EM  services  related  to  each  visit  with  the  TPW  of  a 
benchmark  vignette.  The  benchmark  vignette  was  given  an  arbitrary  TPW  of  100.  If  the 
physician  thought  the  TPW  of  a  visit  involved  one-fourth  as  much  work  as  the  vignette,  he 
or  she  was  instructed  to  give  the  visit  a  TPW  rating  of  25.  If  the  visit  involved  twice  as 
much  work  as  the  vignette,  he  or  she  was  instructed  to  give  it  a  TPW  rating  of  200. 

In  estimating  TPWs,  physicians  were  told  to  include  all  of  the  physician  EM  services  listed 
on  the  encounter  form  (those  performed  on  the  day  of  the  visit  and  those  performed 
before/after  the  day  of  the  visit).  EM  services  performed  by  other  staff  members  and 
services  related  to  technical  procedures  were  not  to  be  included. 

After  estimating  TPWs,  physicians  were  asked  to  review  the  EM  services  they  had 
provided  on  the  day  of  the  visit  and  to  determine  the  percentage  of  TPW  these  services 
entailed.  They  were  reminded  that  if  they  had  recorded  any  physician  EM  services  before 
or  after  the  day  of  the  visit,  this  percentage  should  be  less  than  100. 

Several  methods  for  estimating  physician  work  were  evaluated  and  pretested  before  the 
method  described  above  was  adopted.  Some  methods,  such  as  those  in  which  physicians 
were  asked  to  estimate  day  work  and  non-day  work  separately  in  relation  to  a  total  work 
vignette,  were  rejected  because  physicians  found  them  confusing.  Physicians  in  the  pilot 
study  noted  that  the  final  method  was  easy  to  use  because  (1)  the  EM  services  included 
in  the  TPW  were  clearly  itemized  on  the  encounter  form,  (2)  the  same  measure  of  work 
(TPW)  was  used  to  compare  actual  visits  and  the  benchmark  vignette,  (3)  the  encounter 
form  clearly  distinguished  physician  EM  services  performed  on  the  day  of  the  visit  from 
those  performed  before  and  after  the  day  of  the  visit,  and  (4)  it  was  more  straightforward 
to  think  of  day  services  as  a  percentage  of  total  services  than  to  try  to  assign  a  separate 
work  value  to  day  services. 
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The  benchmark  vignettes  were  developed  with  the  active  involvement  of  the  physicians  in 
the  focus  group.  They  sought  to  develop  benchmarks  that  would  be  familiar  to  all 
physicians,  be  interpreted  uniformly,  and  that  would  fall  within  the  mid-range  of  work  for 
EM  services.  It  would  have  been  ideal  to  use  a  single  benchmark  for  all  three  specialties. 
But  the  focus  group  was  unable  to  identify  a  common  visit  that  met  all  of  these  criteria. 
Instead,  it  developed  specialty-specific  benchmarks  by  modifying  vignettes  from  Phase  I 
of  the  National  Study  of  Resource-Based  Relative  Value  Scales  for  Physician  Services 
(Hsiao  and  others  1988)  that  fell  in  the  mid-range  of  EM  work.  The  benchmarks  for 
internal  medicine  and  urology  are  based  on  the  same  Hsiao  study  vignette  (vignette  F  in 
the  Phase  I  internal  medicine  survey  and  vignette  G  in  the  Phase  I  urology  survey).  The 
internists  and  urologists  in  the  focus  group  specified  physician  EM  services  differently  for 
this  vignette  to  develop  specialty-specific  benchmarks  that  would  be  likely  to  be  equivalent 
in  terms  of  time  and  work.  The  rheumatology  benchmark  is  based  on  a  different  Hsiao 
study  vignette  (vignette  J  in  the  Phase  I  rheumatology  survey).  The  rheumatologists  in  the 
focus  group  specified  physician  EM  services  in  this  vignette  to  develop  a  benchmark  that 
would  be  likely  to  involve  the  same  amount  of  time  as  the  benchmarks  for  internal 
medicine  and  urology. 

The  benchmark  vignettes  for  the  three  specialties  are  presented  below: 

Internal  Medicine  -  Initial  office  evaluation  of  a  70-year-old  male  for  the  diagnosis 
and  management  of  painless  gross  hematuria.  Services  provided  by  the  physician 
include  a  problem-specific  history  and  physical  exam,  counseling  of  the  patient, 
arrangement  for  an  outside  intravenous  pyelogram,  and  contact  with  a  urologist  to 
arrange  for  a  cystoscopy. 

Urology  --  Initial  office  evaluation  of  a  70-year-old  male  who  was  referred  by  his 
internist  for  the  diagnosis  and  management  of  painless  gross  hematuria.  Services 
provided  by  the  urologist  include  review  of  referring  physician's  note,  review  of 
outside  intravenous  pyelogram,  complete  history  and  physical  examination, 
counseling  of  patient  and  family  about  the  differential  diagnosis  and  future 
cystoscopy,  and  phone  call  to  referring  physician. 

Rheumatology  -  Follow-up  visit  for  a  40-year-old  mother  of  three  children  with 
ARA  anatomical  Stage  III,  ARA  functional  Class  III  rheumatoid  arthritis.  Patient 
has  been  on  methotrexate  therapy  with  deteriorating  function  and  now  returns  for 
a  modification  of  her  dose.  Services  provided  by  the  physician  include  a  problem- 
specific  history  and  physical  exam,  counseling  with  review  of  drug  toxicity,  report 
to  referring  physician,  and  arrangement  for  laboratory  and  X-ray  studies. 

After  the  survey  was  completed,  participating  physicians  were  sent  a  postcard  asking  them 
to  provide  estimates  of  total  physician  time  for  their  specialty's  benchmark  vignette 
(Appendix  E). 
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Code  Used  for  Billing.  The  final  goal  of  the  study  was  to  obtain  direct  information  about 
the  time  and  work  encompassed  by  current  CPT  visit  codes.  Physicians  were  asked  to 
record  the  five-digit  CPT  visit  or  consultation  code  they  used  to  bill  for  each  visit.7 
Urologists  were  asked  to  check  a  special  box  if  the  visit  was  not  billed  separately  from  a 
surgical  global  fee. 

Patient  Confidentiality.  The  encounter  forms  were  designed  to  ensure  patient 
confidentiality.  The  forms  were  printed  using  NCR  paper  so  that  physicians  would 
automatically  have  copies  for  their  files.  The  top  sheet  of  each  encounter  form  had  a 
perforation  so  that  the  part  returned  to  Birch  &  Davis  Associates  would  have  a  document 
number  but  no  other  patient  identification  information.  The  bottom  sheet  (the  physician's 
copy)  had  both  the  document  number  and  the  patient's  identification.  Physicians  were 
instructed  to  keep  their  copies  of  the  encounter  forms  accessible  for  at  least  three  months 
so  that  they  could  look  up  information  in  their  office  records  to  resolve  questions  or  verify 
information. 


PRACTICE  INTERVIEWS 

Since  the  success  of  the  study  depended  on  physicians  and  their  staff  members  filling  out 
encounter  forms  correctly,  physicians  were  required  to  read  the  instruction  booklet,  fill  out 
five  practice  encounter  forms,  and  complete  a  telephone  interview  before  beginning  the 
survey.  The  script  for  the  practice  interview,  which  took  approximately  20  minutes  to 
complete,  is  presented  in  Appendix  F. 

SURVEY  FIELD  PROCESS 

The  survey  was  conducted  in  three  phases.  Half  of  the  internists  were  surveyed  in  a  pilot 
study  conducted  in  March  and  April  1989.  The  remainder  of  the  internists  and  the 
rheumatologists  were  surveyed  in  July,  August,  and  September  1989.  The  urologists  were 
surveyed  in  September,  October,  and  November  1989.  With  one  minor  exception,8  no 
changes  were  made  in  the  survey  methods  or  instruments  between  the  pilot  study  and  the 
final  study.9 


7  In  the  survey,  physicians  were  asked  to  complete  forms  for  visits  billed  under  the  following  CPT  codes: 
90000-90020,  90030-90080,  90200-90220,  90240-90292,  90600-90630,  and  90640-90643. 

8  Encounter  start  and  stop  times  were  recorded  for  inpatient  as  well  as  outpatient  visits  in  the  final  study. 

9  Since  the  methods  and  instruments  in  the  pilot  and  final  studies  were  virtually  the  same,  data  from  the  pilot 
study  are  included  in  all  analyses. 
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Birch  &  Davis  Associates  was  responsible  for  conducting  all  phases  of  the  survey.  They 
were  assisted  by  the  Opinion  Research  Corporation,  which  conducted  the  telephone 
screening  interviews,  and  by  societies  representing  the  involved  specialties,  which 
publicized  the  survey  to  their  membership,  wrote  letters  of  endorsement,  and  identified 
nationally  respected  physicians  in  their  specialties  to  encourage  participating  physicians  to 
follow  through  on  their  commitment. 

Introductory  Letters 

The  survey  process  began  by  mailing  all  physicians  in  the  sample  two  letters,  one  from 
Philip  R.  Lee,  M.D.,  the  chairman  of  the  Commission,  and  one  from  the  president  of  the 
appropriate  specialty  society.10  The  letters,  which  are  presented  in  Appendix  G, 
explained  the  project  to  recipients  and  encouraged  them  to  participate.  Physicians  also 
received  a  card  to  give  to  their  receptionist  to  facilitate  the  scheduling  of  screening 
interviews. 

Telephone  Screening  Interviews 

One  week  after  the  letters  were  mailed,  ORC  began  calling  physicians  to  schedule  and 
conduct  screening  interviews.  The  interviews  for  each  phase  were  conducted  over  a  period 
of  two  weeks.  The  sample  was  released  in  replicates  of  100  until  the  interviewers  had 
identified  168  physicians  in  each  specialty  who  met  all  of  the  eligibility  requirements  and 
were  willing  to  participate  in  the  survey. 

ORC  used  a  computer-assisted  interviewing  system  (CATI)  for  the  screening  interviews.11 
Interviewers  were  selected  who  had  previous  experience  interviewing  physicians  and  other 
professionals.  ORC  project  directors  developed  training  materials,  conducted  mock 
interviews,  and  administered  a  briefing  that  was  videotaped  for  later  review.  Interviewers 
were  closely  monitored  by  supervisory  staff,  and  all  completed  interviews  were  checked 
daily  for  problems  such  as  incomplete  data,  missing  responses,  and  inconsistencies. 
Respondent  physicians  were  recontacted,  if  necessary,  to  resolve  problems. 

All  initial  calls  to  physician  offices  were  made  during  normal  business  hours  in  the  involved 
time  zone.  Call-backs  were  scheduled  when  requested,  including  during  the  evening  hours 
and  on  weekends.  During  the  field  period,  no  limit  was  set  on  the  number  of  attempts  to 
reach  and  interview  physicians. 


10  Internists  received  letters  from  both  the  American  College  of  Physicians  and  the  American  Society  of 
Internal  Medicine. 

11  The  CATI  system  contained  logic  and  validity  checks  that  directed  interviewers  in  the  proper  sequence  of 
questioning  and  prevented  entry  of  invalid  responses. 
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Completion  of  Survey  Encounter  Forms 


Survey  materials  were  sent  to  eligible  and  willing  physicians  the  day  after  their  telephone 
interviews  were  completed.  These  materials  included  five  practice  encounter  forms,  65 
numbered  encounter  forms  to  use  in  the  survey,  clipboards  with  attached  digital  watches 
(one  for  each  examining  room),  "helpful  hint"  sheets  to  attach  to  the  clipboards,  two 
instruction  booklets,  a  practice  roster,  two  supplemental  logs  (to  keep  track  of  concurrent 
EM  services  before  recording  them  on  the  encounter  form),  a  mailing  checklist,  and  a 
prepaid  return  envelope.  The  survey  materials  are  presented  in  Appendixes  C,  D,  and  H. 
B&D  contacted  physicians  three  days  after  the  mailing  to  confirm  that  the  materials  had 
been  received,  to  schedule  practice  interviews,  and  to  set  start  dates  for  filling  out 
encounter  forms. 

Participating  physicians  were  also  contacted  by  representatives  of  their  specialty's  society. 
In  an  initial  telephone  call,  the  specialty  society  representative  thanked  the  physician  for 
agreeing  to  participate  in  the  study  and  emphasized  the  importance  of  reading  the 
instructions  and  completing  the  five  practice  encounter  forms.  Follow-up  calls  were  made 
if  a  physician  did  not  complete  the  practice  interview  or  failed  to  return  the  survey 
materials  on  time. 

B&D  conducted  practice  telephone  interviews  with  all  participating  physicians.  After 
confirming  that  a  physician  understood  how  to  fill  out  the  encounter  forms  correctly,  he 
or  she  was  given  the  go-ahead  to  begin  recording  information  on  the  agreed  upon  start 
date.  Physicians  were  reminded  to  fill  out  encounter  forms  for  55  consecutive  office  visits, 
hospital  visits,  and  consultations  (in  other  words,  not  to  pick  and  choose  the  visits  to  be 
included  in  the  survey).  They  were  given  access  to  an  800  number  "help  line"  if  they  had 
any  questions  or  problems. 

Physicians  were  given  a  maximum  of  12  weeks  to  complete  the  survey.  Those  who  did  not 
return  encounter  forms  within  three  weeks  of  their  start  date  were  contacted  by  B&D  and 
their  specialty  society  representative  and  encouraged  to  complete  the  survey  in  the  time 
remaining  in  the  field  period.  Physicians  who  returned  their  forms  were  sent  a  letter  of 
thanks  and  a  postcard  on  which  to  record  their  estimate  of  total  time  for  their  specialty's 
benchmark  vignette  (Appendix  E). 

A  special  file  was  set  up  to  keep  track  of  participating  physicians  during  the  survey.  It 
included  the  physician's  assigned  practice  identification  number,  numbers  and  dates  of 
telephone  calls  made  by  B&D  and  the  specialty  society  representative,  responses  to  key 
questions  on  the  practice  interview,  initial  and  rescheduled  start  dates,  the  date  the 
completed  encounter  forms  were  received  (or  the  date  on  which  the  physician  dropped  out 
of  the  survey),  and  the  physician's  total  time  estimate  for  the  benchmark  vignette.  The 
same  file  was  used  later  to  keep  track  of  the  physician's  forms  during  the  data  entry 
process. 
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Processing  of  Encounter  Forms 


When  a  physician's  encounter  forms  were  received,  they  were  first  reviewed  by  a  survey 
editor.  The  editor  made  sure  that  the  physician  had  returned  all  of  the  forms  and  noted 
the  number  of  forms  that  had  been  completed.  Each  form  was  then  checked  for  missing, 
illegible,  inconsistent,  or  incorrectly  recorded  data.  Editors  made  some  corrections 
themselves.  For  example,  if  physicians  expressed  the  proportion  of  work  on  the  day  of  the 
visit  as  a  fraction,  the  editor  changed  it  to  a  percentage.  Physicians  were  called,  if  needed, 
to  reconstruct  other  types  of  data  from  their  office  records  (such  as  date  of  visit,  patient's 
sex  and  date  of  birth,  type  of  patient,  place  of  service,  patient  impairment,  new  problem, 
referral,  CPT  code,  and  certain  inconsistencies).  Start/stop  times,  estimates  of  time,  and 
estimates  of  work,  were  never  reconstructed.  Any  changes  in  the  forms  were  noted  and 
coded.  Encounter  forms  were  eliminated  from  the  survey  for  two  reasons  only:  (1)  if  a 
start /stop  time  was  not  recorded  for  either  history /exam  or  counseling,  or  (2)  if  the 
recorded  CPT  billing  code  was  one  that  was  not  included  in  the  survey.12 

The  data  entry  process  began  after  the  manual  edits  were  completed.  All  entries  were  100 
percent  key  verified.  Two  types  of  interactive  edits  were  employed  as  the  data  were 
entered.  Range  edits  were  used  to  make  sure  that  data  being  entered  fell  within  specified 
ranges.  Consistency  edits  tested  the  relationship  between  responses  to  different  items. 
Either  type  of  error  produced  an  audible  signal  that  required  a  reset  before  the  key 
operator  could  continue.  If  the  error  was  not  on  the  part  of  the  keypuncher,  the  form  was 
referred  to  the  survey  editor  for  review. 

Batch  edits  were  run  after  data  from  all  of  a  physician's  encounter  forms  were  entered. 
These  edits  were  used  to  identify  duplicate  document  numbers.  They  were  also  used  to 
check  for  suspicious  times  (for  example,  if  a  substantial  percentage  of  a  physician's 
start/stop  times  ended  in  0  or  5);  overlapping  times  (a  provider  performing  two  EM 
services  simultaneously,  or  providing  an  EM  service  for  two  patients  simultaneously);  and 
unreasonable  times  (too  many  encounters  per  day  or  too  many  EM  service  hours  per  day 
per  provider).  Failed  batch  edits  were  referred  to  the  B&D  project  supervisor.  Physicians 
were  called,  if  necessary,  for  clarification. 


12  Encounter  forms  were  not  eliminated  if  encounter  start/stop  times  were  missing  or  incorrectly  recorded. 
If  the  encounter  start  time  was  missing  or  recorded  as  occurring  later  than  the  start  time  of  the  history/exam  or 
counseling,  it  was  imputed  as  the  earliest  time  recorded  for  the  history/exam  or  counseling.  Similarly,  if  the 
encounter  stop  time  was  missing  or  recorded  as  occurring  earlier  than  the  stop  time  for  the  history/exam  or 
counseling,  it  was  imputed  to  be  the  latest  recorded  time  for  the  history/exam  or  counseling.  These  edits  affected 
less  than  5  percent  of  the  visits. 
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VALIDATION  STUDY 


In  the  introductory  letter,  physicians  were  informed  that  approximately  10  percent  of  the 
physicians  who  completed  the  survey  would  have  their  encounter  forms  validated  by 
comparing  the  recorded  data  with  information  in  office  records.  After  the  survey  was 
completed,  the  records  of  35  physicians  were  reviewed  to  validate  certain  items  on  the 
encounter  forms  and  to  see  if  the  physicians  had  provided  data  for  a  representative  sample 
of  their  visits  and  had  maintained  stable  coding  practices  during  the  survey  period.  The 
validation  study  was  conducted  by  Birch  &  Davis  Associates. 

Validation  Sample 

The  validation  sample  consisted  of  11  internists,  13  rheumatologists,  and  11  urologists,  who 
were  randomly  selected  from  the  physicians  in  each  specialty  who  had  completed  the 
survey  and  who  lived  within  100  miles  of  12  metropolitan  areas  in  the  United  States.13 
Of  the  original  sample,  22  physicians  were  replaced  by  other  randomly  selected  physicians 
because  four  did  not  have  billing  records  available  by  date  of  service,  five  no  longer  had 
copies  of  their  encounter  forms,  four  refused  to  participate,  and  three  repeatedly  canceled 
site  visits  after  scheduling. 

Validation  Process  and  Results 

Ten  members  of  the  B&D  field  staff  were  used  in  the  site  visits.  They  were  provided  with 
training  materials  that  included  detailed  instructions,  background  material  on  the  survey, 
and  samples  of  completed  validation  collection  forms.  They  recorded  information  using 
two  instruments:  a  data  verification  form  and  a  CPT  code  verification  log.  The  B&D 
validation  study  supervisor  was  available  by  telephone  to  answer  questions  and  offer 
assistance. 

When  the  site  visit  was  scheduled,  a  member  of  the  office  staff  was  asked  to  make  the 
following  materials  available  to  the  validator:  the  physician's  copies  of  the  encounter  forms 
from  the  survey  (including  patient  identification),  charts  for  the  patients  whose  visits  were 
included  in  the  survey,  billing  records  and  the  office  appointment  log  for  the  dates  of  the 
survey,  and  billing  records  for  the  same  period  one  month  before  and  one  month  after  the 
survey.  All  validators  signed  an  oath  of  confidentiality  that  was  left  with  the  physician. 
No  information  that  could  identify  a  patient  was  removed  from  the  physician's  office. 


13  The  metropolitan  areas  were  Atlanta,  Boston,  Chicago,  Dallas,  Kansas  City,  Los  Angeles,  Miami,  New 
Orleans,  New  York  City/northern  New  Jersey,  San  Diego,  San  Francisco,  and  Washington,  D.C./Baltimore. 
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The  validator  checked  to  see  if  the  physician  had  mailed  in  all  completed  encounter  forms 
by  comparing  submitted  encounter  forms  with  the  forms  the  physician  kept.  To  check  the 
accuracy  with  which  CPT  codes  had  been  recorded,  the  validator  compared  the  codes 
recorded  on  the  encounter  forms  with  those  recorded  in  billing  records.  For  a  20  percent 
sample  of  encounter  forms,  the  validator  used  the  medical  record  to  check  the  accuracy 
of  certain  data  elements:  patient  date  of  birth;  patient  sex;  whether  the  patient  was  new 
or  established;  and  whether  a  history,  exam,  or  counseling  had  been  performed.  The 
accuracy  of  site  of  service  was  checked  using  the  patient  record  and  the  billing  record. 

The  validator  used  complete  office  billing  records  for  the  survey  dates  to  see  if  the 
physician  had  filled  out  encounter  forms  for  all  visits  that  should  have  been  included  in  the 
survey.  Billing  records  were  also  used  to  see  if  the  physician  had  altered  his  or  her  coding 
practices  during  the  survey  period.  This  was  done  by  comparing  the  CPT  codes  that  were 
used  to  bill  for  visits  during  the  survey  period  with  the  codes  that  were  used  for  billing 
during  the  same  days  of  the  week  one  month  before  and  one  month  after  the  survey 
period. 

All  validation  forms  were  edited  by  B&D  staff,  who  called  the  field  validator  to  clarify  any 
unclear  or  missing  entries.  Data  were  entered  onto  coding  sheets  that  summarized  the 
findings  for  data  entry. 

Few  discrepancies  were  found  in  the  validation  study.  Of  the  1,993  forms  examined, 
discrepancies  were  found  in  only  105  CPT  codes,  12  patient  dates  of  birth,  two  patient 
types  (new  or  established),  and  four  sites  of  service. 
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CHAPTER  3 

ANALYTIC  METHODS  AND  RESULTS 


This  chapter  presents  an  overview  of  the  findings  of  the  Visit  Survey.  The  analysis  focuses 
on  the  following  six  areas: 

•  characteristics  of  the  physicians  who  participated  in  the  study; 

•  the  types  of  visits  these  physicians  reported,  comparing  them  with  visits  reported 
by  the  same  specialties  in  other  surveys; 

•  the  amount  of  time  physicians  spend  in  visits-comparing  times  for  different  types 
of  visits  and  times  in  the  Visit  Survey  with  those  recorded  in  other  log-diary 
surveys,  and  analyzing  the  relationship  between  encounter  time  and  total  time  for 
different  types  of  visits; 

•  the  relationship  between  physician  time  and  physician  work-correlating  different 
measures  of  time  and  total  work  and  analyzing  the  relationship  between  encounter 
time  and  total  work  for  visits  of  different  durations,  visits  of  different  types,  and 
visits  provided  by  physicians  in  different  specialties; 

•  the  role  physician-employed  ancillary  personnel  play  in  providing  evaluation  and 
management  (EM)  services  during  visits;  and 

•  how  physicians  use  Current  Procedural  Terminology  (CPT)  codes  to  bill  for  visits. 

Chapters  4  and  5  discuss  the  application  of  these  results  to  revising  codes  and  assigning 
relative  work  values  to  EM  services  under  the  Medicare  Fee  Schedule. 


SAMPLE  OF  PHYSICIANS 

The  study  used  the  American  Medical  Association  (AMA)  Physician  Masterfile  and  a 
telephone  screening  interview  to  identify  in  a  short  time  a  sample  of  180  to  185  physicians 
in  each  specialty  who  were  eligible  to  participate  in  the  survey  ("eligibles").  Of  these 
physicians,  58  percent  to  69  percent  completed  the  survey  ("completers").  The  analysis 
presented  below  indicates  that  the  completers  were  representative  of  the  target  population. 


It  is  particularly  noteworthy  that  nothing  suggests  busier  physicians  were  less  likely  to 
participate.  Some  systematic  differences  were  identified  in  analyses  comparing  eligibles 
with  likely  eligibles  and  comparing  completers  with  the  entire  population  of  eligibles.  But 
these  differences  are  small  in  magnitude  and  are  thus  unlikely  to  bias  the  results. 

Characteristics  of  Eligible  Physicians 

The  results  of  the  telephone  screening  interview  are  presented  in  Table  3-1.  The  sample 
for  each  specialty  was  not  released  at  once.  Instead,  each  specialty's  sample  was  divided 
into  random  groups  (replicates)  of  100,  which  were  released  as  needed  until  the  target 
population  had  been  identified.  Consequently,  not  all  of  the  sample  was  released  for  each 
specialty,  and  not  all  of  the  released  sample  was  active  for  the  full  field  period. 

Table  3-1.    Results  of  the  Telephone  Screening  Interview 


Number  (Percent  or  Released  Sample) 
IM  RHEUM  UROL 


Initial  Sample 

2495 

1788 

2484 

Released  Sample 

2250 

1788 

1648 

No  Practice  Phone 

677  (30) 

215  (12) 

267 

(16) 

Unable  to  Contact  (with  phone) 

480  (21) 

956  (54) 

820 

(50) 

Refusals 

569  (25) 

220  (12) 

171 

(10) 

Ineligible 

339  (15) 

217  (12) 

205 

(12) 

Eligible 

185  (8) 

180  (10) 

185 

(11) 

Source:       Commission  Visit  Survey. 

A  substantial  proportion  of  the  physicians  in  the  released  sample  could  not  be  contacted 
during  the  short,  two-week  field  period.  Between  twelve  percent  and  30  percent  could  not 
be  located  through  the  telephone  number  and  address  listed  on  the  A  MA  Masterfile. 
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Because  these  physicians  were  less  likely  to  be  eligible  for  the  study,1  no  attempt  other 
than  the  use  of  directory  assistance  was  made  to  locate  them.2  Of  the  released  sample, 
between  10  percent  and  25  percent  refused  to  be  interviewed;  23  percent  of  the  sample 
was  interviewed,  of  whom  one-third  to  one-half  met  all  eligibility  requirements. 

Only  minor  differences  were  found  between  the  eligible  physicians  and  the  physicians  in 
the  sample  who  were  not  interviewed  but  who  were  likely  to  have  been  eligible  (Table  3-2). 
"Likely  eligibles"  included  physicians  in  the  unreleased  sample,  physicians  with  a  valid 
telephone  number  who  could  not  be  contacted,  and  physicians  who  refused  to  be 
interviewed.3  Eligibles  and  likely  eligibles  were  compared  using  data  elements  in  the 
AMA  Masterfile:  age,  sex,  practice  location,  practice  type,  and  board  certification. 
Statistically  significant  differences  between  the  two  groups  were  found  only  among 
rheumatologists.  In  this  specialty,  female  physicians  and  hospital-based  physicians  were 
slightly  underrepresented  in  the  eligible  population,  and  physicians  practicing  in  the  South 
were  slightly  overrepresented. 

Characteristics  of  Physicians  who  Completed  the  Survey 

Of  the  eligible  physicians  in  each  specialty,  58  percent  to  69  percent  completed  the  survey 
(Table  3-3).  The  highest  response  rate  was  among  rheumatologists.  Of  the  eligible 
physicians  who  did  not  complete  the  survey,  19  percent  were  unwilling  to  participate  in  the 
study,  and  the  remainder  were  unable  to  complete  the  forms  in  the  limited  time  the  survey 
was  in  the  field. 

The  characteristics  of  the  completers  are  presented  in  Table  3-3.  They  were  predominantly 
middle-aged,  male  physicians  who  were  well  established  in  their  practices  and  board- 
certified  in  their  respective  specialties.  Most  of  their  practices  were  office-based. 
Approximately  50  percent  were  in  solo  practice.  Of  the  remainder,  the  internists  and 
rheumatologists  were  evenly  split  between  single  and  multispecialty  groups,  whereas  the 
urologists  tended  to  practice  in  single-specialty  groups.  Most  had  busy  practices.  They 
reported  spending  an  average  of  5 1  hours  per  week  in  direct  patient  contact  and  provided 
an  average  of  99  visits  per  week.  Median  waiting  times  for  non-emergency  new  and 
established  patient  appointments  were  eight  and  six  days,  respectively. 


1  These  physicians  were  more  likely  to  be  in  training  or  to  have  retired  from  practice. 

2  In  the  introductory  letter,  physicians  were  also  requested  to  inform  Birch  &  Davis  Associates  of  any  change 
in  their  telephone  number. 

3  The  category  of  "likely  eligibles"  excluded  physicians  who  were  likely  to  be  ineligible— those  with  no  practice 
phone— and  physicians  who  were  found  to  be  ineligible  during  the  screening  interview. 
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Table  3-2. 


Comparison  of  Eligible  (ELIG)  and  Likely  Eligible  (LE)  Physicians 


SEX 


REGION 


PRACTICE 


ELIG 


IM 


LE 


Percent  of  Sample 
RHEUM 
ELIG  LE 


UROL 
ELIG  LE 


AGE 


LT35 
35-44 
45-54 
55-64 
65  + 


10 

38 
24 
18 
10 


10 
40 
21 
17 
12 


5 
56 
24 
12 

2 


5 

52 
28 
11 
4 


4 

47 

29 
13 
8 


5 
40 
31 
17 

8 


Male 
Female 


92 
8 


88 
12 


91 

9 


86b 
14 


100 
0 


>99 
<1 


Northeast 
Midwest 
South 
West 


30 
17 
35 
18 


28 
23 
28 
21 


24 
16 
41 
19 


28* 
21 
29 
23 


23 
21 
40 
16 


24 
20 
35 
21 


Hospital 
Office 


4 

96 


6 
94 


2 
98 


94 


3 
97 


5 

95 


BOARD  CERTIFICATION 


No 
Yes 


33 
67 


36 
64 


13 
87 


12 
88 


10 
90 


15 
85 


Source:   Commission  Visit  Survey. 

Notes:     "Difference  in  characteristic  between  ELIG  and  LE  significant  at  p  =  .05 
"Difference  in  characteristic  between  ELIG  and  LE  significant  at  p  =  .10 
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Table  3-3.  Characteristics  of  Physicians  Who  Completed  the  Visit  Survey 


IM 

RHEUM 

UROL 

NUMBER 

RESPONSE  RATE  (%) 

AGE  (%  of  Sample) 

<35 

35-44 

45-54 

55-64 

>65 

SEX  (%  of  Sample) 

Male 
Female 

GEOGRAPHIC  REGION  (%  of  Sample) 

Northeast 
Midwest 
South 
West 

BOARD  CERTIFIED  (%  of  Sample) 

YEARS  IN  PRACTICE  (%  of  Sample) 

<5 
£10 
11-19 
_>20 

BASE  OF  PRACTICE  (%  of  Sample) 

Office 
Hospital 

TYPE  OF  PRACTICE  (%  of  Sample) 
Solo 

Single  Specialty  Group 
Multispecialty  Group 

HOURS  IN  DIRECT  PATIENT  CONTACT 
PER  WEEK  (%  of  Sample) 

<40 
41-50 
51-60 
>61 

NUMBER  OF  VISITS  PER  WEEK  (%  of  Sample) 

<75 
75-100 
101-140 
>.141 

MEAN  WAITING  TIME  FOR  ESTABLISHED 
PATIENT  APPOINTMENT  (%  of  Sample) 

<1  Day 
T3  Days 
4-7  Days 
>8  Days 


107 
58 


12 
41 
26 
13 
8 


97* 

3 


28 
19 
54 
20 

75* 


17» 

23 
39 
21 


96 
4 


55s 

2*. 

19 


19 

36 
25 
20 


21 

36 
22 
22 


27 
30 
22 
21 


125 
69 


6 
58 
22 
13 

2 


90 
10 


23 
16 
42 
19 

m 


19 
30 
35 
15 


98 
2 


54 
2b 


36 

34 
22 
S 


22 
35 
33 
10 


12 
14 
27 
47 


107 
58 


51 
28 
12 
5 


100 
0 


21 
20 
40 
20 

92 


15 
27 
43 
15 


95 
5 


49 
45 
6 


33 
33 
22 
12 


50" 

35 
9 
6 


18 
23 
21 
39 


Source: 
Notes: 


Commission  Visit  Survey. 

■Difference  in  characteristic  between  completers  and  eligibles  significant  at  p=.05 
'Difference  in  characteristic  between  completers  and  eligibles  significant  at  p  =  .10 
See  text  for  direction  of  differences. 
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Data  elements  in  the  second  part  of  the  telephone  screening  interview  demonstrated  only 
minor  differences  between  completers  and  the  population  of  eligible  physicians.  Among 
internists,  there  were  statistically  significant  differences  according  to  sex,  board 
certification,  type  of  practice,  and  years  in  practice.  Fewer  internist  completers  than 
eligibles  were  women  (3  percent  versus  8  percent),  in  solo  practice  (55  percent  versus  63 
percent),  in  practice  five  years  or  less  (17  percent  versus  20  percent)  or  in  practice  20 
years  or  more  (21  percent  versus  26  percent).  More  internist  completers  than  eligibles 
were  board-certified  (75  percent  versus  67  percent)  and  in  practice  for  1 1  to  19  years  (39 
versus  32  percent).  Among  urologists,  there  were  statistically  significant  differences  in  only 
one  characteristic—the  number  of  visits  provided  per  week.  More  completers  than  eligibles 
provided  100  or  fewer  visits  per  week  (85  percent  versus  80  percent)  and  fewer  completers 
than  eligibles  provided  more  than  100  visits  per  week  (15  percent  versus  21  percent).4 
There  were  no  statistically  significant  differences  between  rheumatologist  completers  and 
eligibles. 


SAMPLE  OF  VISITS 


The  339  physicians  who  participated  in  the  survey  filled  out  encounter  forms  for  19,143 
visits.  The  distribution  of  visits  was  adequate  to  permit  analysis  by  all  of  the  study 
variables:  specialty,  site  of  service  (office  or  hospital),5  referral  status,  patient  age,  type 
of  patient  (new  or  established),  presence  or  absence  of  cognitive  or  physical  impairment, 
and  type  of  problem  (new  or  existing).  Definitions  of  these  terms  are  presented  in  Table 
3-4. 

The  analysis  presented  below  compares  the  types  of  visits  provided  by  physicians  in 
different  specialties.  It  also  compares  the  distribution  of  visits  in  the  Visit  Survey  with  the 
distribution  in  other  surveys  and  in  Medicare  claim  files.  The  results  show  that: 

•  Physicians  in  the  three  specialties  differed  in  the  mix  of  visits  they  reported. 

•  The  mix  of  visits  each  specialty  reported  appears  to  be  representative  of  the  mix 
of  visits  actually  provided,  except  for  hospital  visits,  which  may  have  been 
underreported  by  all  specialties. 


4  Urologist  completers  and  eligibles  did  not  differ  in  the  number  of  hours  they  spent  in  direct  patient  contact 
per  week. 

5  The  Visit  Survey  was  not  designed  to  obtain  information  about  intensive  care  unit  visits,  emergency 
department  visits,  nursing  home  visits,  or  home  visits. 
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Table  3-4.    Definitions  of  Terms  Used  in  the  Visit  Survey 


CONSULTATION 

GLOBAL  SERVICE  VISIT 
HOSPITAL  VISIT 
IMPAIRED  PATIENT 

INITIAL  CARE 
NEW  PATIENT 
NEW  PROBLEM 

OFFICE  VISIT 
TOTAL  WORK 


A  hospital  or  office  visit  in  which  the  physician  addresses 

a  problem  for  which  the  patient  was  referred  by  another  physician. 

A  hospital  or  office  visit  included  in  a  surgical  global  fee. 

Visits  with  hospital  inpatients  (excluding  intensive  care  unit  visits), 

A  patient  with  disabling  cognitive  impairment  or  one  who 
chronically  needs  help  with  eating,  toileting,  bathing,  or  transferring 
from  bed  to  chair. 

Imputed  from  the  CPT  code  the  physician  assigned  to  hospital  visits. 

A  patient  who  is  new  to  the  physician's  practice. 

A  problem  requiring  the  consideration  of  a  new  differential  diagnosis. 
By  definition,  the  physician  is  evaluating  a  new  problem  whenever 
he/she  sees  a  new  patient. 

Visits  with  outpatients  in  private  office  locations  and  hospital 
outpatient  departments  (excluding  the  emergency  department). 

The  work  of  all  physician  EM  services  related  to  the  visit 

(i.e.  EM  services  provided  by  the  physician  before,  during,  and  after 

the  patient  encounter). 


Characteristics  of  Visits 

Each  participating  physician  filled  out  an  average  of  57  encounter  forms.  Most  forms 
reported  unreferred  office  visits  with  established  patients  in  which  existing  problems  were 
addressed  (Table  3-5).  Half  of  the  forms  were  for  visits  with  elderly  patients,  and  half  of 
these  were  for  visits  with  patients  75  years  of  age  and  older.  One-tenth  of  the  forms 
described  visits  with  impaired  patients. 

Differences  Across  Specialties 

There  are  statistically  significant  differences  in  the  mix  of  visits  each  specialty  reported 
(Table  3-5).  Internists  and  urologists  reported  proportionally  more  hospital  visits  than 
rheumatologists.  Rheumatologists  and  urologists  reported  more  visits  with  referred 
patients  (consultations)  than  internists.  Urologists  reported  more  new  patient  visits  than 
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internists  or  rheumatologists.  Internists  reported  more  new  problem  visits  than 
rheumatologists  or  urologists.  Internists  and  rheumatologists  reported  more  visits  with 
impaired  patients  than  urologists.  Only  urologists  reported  global  surgical  visits.  The 
three  specialties  reported  similar  proportions  of  visits  with  patients  in  different  age 
categories,  which  may  reflect  the  eligibility  criteria  used  in  the  study.6 


Table  3-5.    Visits  Reported  in  the  Survey 


Number  (Percent)  of  Visits 
ALL  SPECIALTIES         IM  RHEUM 


UROL 


TOTAL  VISITS 

19143 

6009 

7015 

6119 

SITE  OF  VISIT 

Office 
Hospital 

16044 
3099 

(84) 
(16) 

4880 
1129 

(81) 
(19) 

6157 
858 

(88) 
(12) 

5007 
1112 

(82) 
(18) 

REFERRAL  STATUS 

Consultation 
Non-Consultative  Visit 

5329 
13814 

(28) 
(72) 

459 
5550 

(8) 
(92) 

2481 
4534 

(35) 
(65) 

2389 
3730 

(39) 
(61) 

TYPE  OF  PATIENT 

New 

Established 

3060 
16083 

(16) 
(84) 

685 
5324 

(11) 
(89) 

1031 
5984 

(15) 
(85) 

1344 
4775 

(22) 
(78) 

TYPE  OF  PROBLEM 

New 
Existing 

7003 
12140 

(37) 
(63) 

2622 
3387 

(44) 
(56) 

2424 
4586 

(35) 
(65) 

1957 
4162 

(32) 
(68) 

AGE  OF  PATIENT 

<40 
40-64 
65-74 
75  + 

3429 
6848 
4540 
4045 

(18) 
(36) 
(29) 
(21) 

1036 
1914 
1404 
1509 

(17) 
(32) 
(23) 
(25) 

1077 
2984 
1679 
1225 

(15) 
(43) 
(24) 
(18) 

1316 
1950 
1457 
1311 

(22) 
(32) 
(24) 
(21) 

COGNITIVE/PHYSICAL  IMPAIRMENT 

Impaired 
Unimpaired 

2034 
17109 

(11) 
(89) 

752 
5257 

(13) 
(87) 

787 
6228 

(11) 
(89) 

495 
5624 

(8) 
(92) 

SURGICAL  GLOBAL  SERVICE  VISITS 

1334 

(7) 

0 

0 

1334 

(22) 

Source:     Commission  Visit  Survey. 

Note:       There  are  statistically  significant  specialty  differences  in  the  distribution  of  visits  by  each  characteristic. 


6  Only  physicians  caring  for  a  substantial  proportion  of  elderly  patients  were  eligible  to  participate  in  the 
survey. 
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In  Table  3-6,  the  visits  are  distributed  in  eight  clinical  groups.  Hospital  visits  were 
categorized  as  initial  or  subsequent  depending  on  the  CPT  code  reported  on  the  encounter 
form.  Referred  visits  were  categorized  as  initial  consultations  if  the  patient  was  new  to 
the  physician's  practice,  and  as  follow-up  consultations  if  the  patient  was  established.  The 
data  in  this  table  indicate  that  the  differences  in  referred  visits  between  the  three 
specialties  primarily  reflect  differences  in  proportions  of  office  (rather  than  hospital) 
consultations.  Both  rheumatologists  and  urologists  reported  substantially  more  office 
consultations  than  internists.  The  rheumatologists'  office  consultations  were  predominantly 
with  established  patients.  The  urologists'  office  consultations  were  more  evenly  distributed 
between  new  and  established  patients. 

Table  3-6.  Clinical  Groupings  of  Visits 


Percent  of  Visits 


ALL 

SPECIALTIES        IM     RHEUM  UROL 


OFFICE  VISITS 


New  Patient  (Non-Consultative) 

6 

7 

4 

6 

Established  Patient  (Non-Consultative) 

57 

70 

54 

46 

Initial  Consultation 

8 

2 

9 

13 

Follow-up  Consultation 

14 

2 

20 

17 

HOSPITAL  VISITS 

Initial  Visit  (Non-Consultative) 

1 

2 

1 

1 

Subsequent  Visit  (Non-Consultative) 

9 

13 

6 

8 

Initial  Consultation 

2 

1 

1 

3 

Follow-up  Consultation 

5 

3 

5 

7 

Source: 


Commission  Visit  Survey. 


Distribution  of  Visits  in  Different  Surveys 

The  types  of  visits  reported  by  the  three  specialties  in  the  Visit  Survey  were  compared  with 
the  types  of  visits  reported  by  the  same  specialties  in  two  other  log-diary  surveys  and  in 
Medicare  claim  files.  The  1985  National  Ambulatory  Medical  Care  Survey  (NAMCS) 
provides  data  about  office  visits,  but  not  hospital  visits,  for  all  three  of  the  specialties 
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included  in  the  Visit  Survey  (NCHS  1988).7  The  University  of  Southern  California  (USC) 
National  Study  of  Medical  and  Surgical  Specialties,  which  was  fielded  12  years  ago, 
provides  data  about  office  and  hospital  visits  for  internists  and  rheumatologists,  but  not 
for  urologists  (Mendenhall  and  others  1978a,  Mendenhall  and  others  1978b).8  The  Part 
B  Medicare  Annual  Data  Procedure  File  (BMAD  I)  contains  all  claims  submitted  by 
internists  and  urologists  (rheumatology  is  not  identified  as  a  distinct  specialty)  for  office 
and  hospital  visits  provided  to  Medicare  patients  in  1988. 


The  distribution  of  internists'  office  visits  is  very  similar  in  the  Visit  Survey  and  the 
NAMCS  study  (Table  3-7).  The  surveys  differ,  however,  in  the  distribution  of  visits 
reported  by  rheumatologists  and  urologists.  Both  of  these  specialties  reported 
proportionally  more  consultations  and  proportionally  fewer  nonconsultative  office  visits  in 
the  Visit  Survey. 


Table  3-7.  Distribution  of  Office  Visits  in  the  Visit  Survey  (VS)  and  the  National 
Ambulatory  Medical  Care  Survey  (NAMCS) 


IM 


Percent  of  Office  Visits 
RHEUM 


UROL 


NEW  PATIENT  VISIT 

VS 

NAMCS 
ESTABLISHED  PATIENT  VISIT 

VS 

NAMCS 
INITIAL  CONSULTATION 
VS 

NAMCS 
FOLLOW-UP  CONSULTATION 
VS 

NAMCS 


9 
15 


87 

82 


4 
12 


62 
85 


11 
1 


23 
2 


7 
21 


56 
73 


15 
2 


21 
4 


Source:    Commission  analysis  of  data  from  the  VS  and  the  1985  NAMCS  studies. 


7  The  NAMCS  survey  includes  data  about  5,441  internal  medicine  office  visits,  503  rheumatology  office  visits, 
and  4,178  urology  office  visits. 

8  The  USC  survey  includes  data  about  30,550  internal  medicine  visits  and  7,250  rheumatology  visits. 
Urologists  were  not  included  in  this  survey. 
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The  Visit  Survey  and  the  USC  study  show  different  proportions  of  hospital  visits  and 
consultations  (Table  3-8).  Both  internists  and  rheumatologists  reported  proportionally 
fewer  hospital  visits  in  the  Visit  Survey.  This  difference  is  more  pronounced  for 
subsequent  than  for  initial  hospital  visits.  Internists  reported  proportionally  more 
nonconsultative  office  visits  in  the  Visit  Survey,  whereas  rheumatologists  reported 
proportionally  more  office  consultations. 

The  distribution  of  hospital  visits  in  the  Visit  Survey  also  differs  from  that  in  BMAD  I 
(Table  3-9).  To  make  data  from  the  Visit  Survey  comparable  with  BMAD  I,  this  analysis 
was  limited  to  visits  with  patients  65  years  of  age  and  older,  and  visits  were  classified 
according  to  the  CPT  code  used  for  billing.  Both  internists  and  urologists  reported 
proportionally  fewer  hospital  visits  (especially  subsequent  hospital  visits)  in  the  Visit 
Survey  than  in  BMAD  I.  The  proportions  of  consultations  did  not  differ  across  these  data 
sources,  however. 

Taken  together,  the  analyses  suggest  that  hospital  visits  may  be  underrepresented  in  the 
Visit  Survey.  Although  changes  in  hospitalization  rates  over  time  could  explain  differences 
between  the  Visit  Survey  and  the  USC  study,  they  would  not  explain  differences  between 
the  Visit  Survey  and  BMAD  I.  It  is  more  likely  that  physicians  in  the  Visit  Survey  did  not 
fill  out  encounter  forms  for  all  of  their  hospital  visits,  perhaps  because  the  forms  were 
more  difficult  to  complete  in  the  inpatient  setting. 

The  differences  in  the  proportions  of  consultations  are  probably  not  related  to 
unrepresentative  reporting  in  the  Visit  Survey  since  no  differences  were  noted  between  the 
Visit  Survey  and  BMAD  I.  Rather,  the  different  proportions  of  consultations  in  the  Visit 
Survey,  NAMCS,  and  USC  may  reflect  differences  in  the  way  a  consultation  is  defined  and 
changes  in  practice  style  over  time.  The  definition  of  consultation  was  narrower  in  the 
NAMCS  study  than  in  the  Visit  Survey.9  Therefore,  only  a  subset  of  consultations  in  the 
Visit  Survey  would  have  been  classified  as  consultations  in  NAMCS.  The  definition  of 
consultation  was  similar  in  the  Visit  Survey  and  the  USC  study,  but  the  practice  of 
rheumatology  may  have  changed  in  the  last  12  years.  Referred  patients  may  now  make 
up  a  greater  proportion  of  rheumatologists'  visits. 


9  In  NAMCS,  physicians  were  asked  if  the  patient  was  referred  for  this  specific  visit.  In  the  Visit  Survey,  they 
were  asked  if  the  patient  was  referred  for  the  problem  addressed  during  this  visit. 
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Table  3-8. 


Distribution  of  Office  and  Hospital  Visits  in  the  Visit  Survey  (VS)  and  the 
University  of  Southern  California  National  Study  of  Medical  And  Surgical 
Specialties  (USC) 


OFFICE  VISITS 

New  Patient  Visit 
VS 
USC 

Established  Patient  Visit 
VS 
USC 

Initial  Consultation 
VS 
USC 

Follow-Up  Consultation 
VS 
USC 


Percent  of  Office  and  Hospital  Visits 


IM  RHEUM 


7  4 

9  7 

70  54 

49  58 

2  9 

1  1 

2  20 
1  3 


HOSPITAL  VISITS 


Initial  Visit 
VS 
USC 


Subsequent  Visit 
VS 
USC 


13 
29 


6 
25 


Initial  Consultation 
VS 
USC 


Follow-Up  Consultation 
VS 
USC 


Source:       Commission  analysis  of  data  from  the  VS  and  USC  studies. 
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Table  3-9. 


DlsiirSfbrtfioBB  ®iVMtB  waiife  Ekk.  :  ' '  /is  ki  n£ne  Visit  Survey  (VS)  and  the 
Part  B  Medicare  Annual  Data  Procedure  file  (BMAD) 


Percent  of  Office  and  Hospital  Visits 


NON-CONSULTATIVE  OFFICE  VISITS 

New  Patient 
VS 

BMAD 

Established  Patient 
VS 

BMAD 

NON-CONSULTATIVE  HOSPITAL  VISITS 

Initial  Visit 
VS 

BMAD 

Subsequent  Visit 
VS 

BMAD 

CONSULTATIONS  (Office  &  Hospital) 

Initial  Visit 
VS 

BMAD 

Follow-up  Visit 
VS 

BMAD 


71 

49 


21 
40 


72 


7 
13 


S 

10 


Source:       Commission  analysis  of  data  from  the  VS  and  1988  BMAD  I  files. 


PHYSICIAN  TIME  INVOLVED  IN  VISITS 


In  the  Visit  Survey,  physicians  and  their  staffs  recorded  actual  start/stop  times  for  EM 
services  provided  on  the  day  of  each  visit  and  recorded  estimates  of  time  for  EM  services 
provided  before  or  after  the  day  of  each  visit.  This  section  analyzes  the  time  that 
physicians  spent  providing  EM  services.  A  later  section  will  focus  on  input  by  physician- 
employed  ancillary  personnel.10 


The  Visit  Survey  did  not  obtain  information  about  visits  provided  solely  by  nonphysicians. 
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The  analysis  presented  below  compares  physician  encounter  time,  day  time,  and  total  time 
for  different  types  of  visits  and  for  visits  provided  by  physicians  in  different  specialties. 
It  also  compares  physician  encounter  time  in  the  Visit  Survey  with  encounter  times 
recorded  in  other  log-diary  surveys.  The  results  suggest  that: 

•  Physicians  in  the  Visit  Survey  recorded  times  accurately,  and  their  completed 
encounter  forms  are  representative  of  the  range  of  times  physicians  in  each 
specialty  spent  in  each  type  of  visit. 

•  Encounter  time,  day  time,  and  total  time  for  each  type  of  visit  are  highly 
correlated. 

•  The  range  of  encounter  time  depends  on  the  type  of  visit,  the  specialty  of  the 
physician,  and  (for  hospital  visits)  the  way  encounter  time  is  defined. 

•  Encounter  time  (as  defined  in  the  Visit  Survey)  accounts  for  approximately  80 
percent  of  total  time,  regardless  of  the  physician's  specialty,  the  patient's 
characteristics,  and  the  type  and  site  of  the  visit. 

Duration  of  Different  Types  of  Visits 

The  Visit  Survey  demonstrates  substantial  variation  in  the  amount  of  time  physicians  spend 
providing  EM  services  during  visits.  Some  of  this  variation  is  related  to  the  physician's 
specialty  and  the  type  of  visit  being  provided.11  But  much  of  the  variation  cannot  be 
explained  on  these  bases,  suggesting  that  each  type  of  physician  provides  a  broad  range  of 
visits  of  each  type. 

Mean  physician  encounter  times,  day  times,  and  total  times  for  office  and  hospital  visits 
are  presented  in  Tables  3-10  and  3-11,  respectively.  Day  time  and  total  time  were  defined 
identically  in  both  sites.  Day  time  is  the  sum  of  start/stop  times  for  all  EM  services 
provided  by  the  physician  on  the  day  of  the  visit.  Total  time  is  the  sum  of  day  time  and 
the  estimates  of  time  for  all  physician  EM  services  provided  before  or  after  the  day  of  the 
visit. 


11  The  physician's  specialty  and  the  type  of  visit  explain  25  percent  of  the  variation  in  encounter  time  and  day 
time  and  20  percent  of  the  variation  in  total  time. 
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Table  3-10.  Duration  of  Office  Visits 


Minutes  (Standard  Deviation) 


Mean  Mean  Mean 

Encounter  Time        Day  Tune  Total  Time 


NEW  PATIENT  VISIT 


All  Specialties 
IM 

RHEUM 
UROL 


27  (18) 

28  (19) 
38  (18) 
18(9) 


30  (30) 

31  (21) 
42  (21) 
20  (11) 


35  (24) 

36  (25) 
47  (24) 
24(15) 


ESTABLISHED  PATIENT  VISIT 


All  Specialties 
IM 

RHEUM 
UROL 


15  (10) 
17  (12) 

16  (10) 
11(7) 


16  (11) 
19  (13) 

17  (11) 
12(9) 


20  (16) 
23  (16) 
19  (12) 
16  (18) 


INITIAL  CONSULTATION 


All  Specialties 
IM 

RHEUM 
UROL 


30  (17) 
40  (19) 
40  (17) 
20  (11) 


33  (21) 

44  (22) 

45  (21) 
22  (12) 


41  (26) 
54  (27) 
54  (26) 
28  (17) 


FOLLOW-UP  CONSULTATION 


All  Specialties 
IM 

RHEUM 
UROL 


15  (10) 
23  (17) 
16(9) 
12(8) 


16  (11) 
25  (17) 
18  (10) 
14(9) 


21  (17) 
32  (21) 
21  (14) 
20  (19) 


Source:  Commission  Visit  Survey. 
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Table  3-11.    Duration  of  Hospital  Visits 


Minutes  (Standard  Deviation) 


Mean  Mean 
Day  Time  Total  Time 


INITIAL  VISIT 

All  Specialties 
IM 

RHEUM 
UROL 

SUBSEQUENT  VISIT 

All  Specialties 
IM 

RHEUM 
UROL 

INITIAL  CONSULTATION 

All  Specialties 
IM 

RHEUM 
UROL 

FOLLOW-UP  CONSULTATION 


32  (23) 

35  (23) 

34  (27) 

24  (17) 


16  (11) 

17  (12) 
15  (9) 
15  (12) 


33  (20) 

37  (23) 

44  (22) 

26  (15) 


33  (23) 

37  (24) 

35  (28) 

26  (18) 


17  (12) 

18  (12) 
16  (10) 
16  (14) 


36  (21) 

39  (24) 

47  (21) 

28  (16) 


43  (29) 

46  (30) 

42  (28) 

38  (27) 


21  (19) 

24  (20) 

17  (12) 

20  <22) 


43  (27) 

47  (27) 

52  (27) 

36  (25) 


All  Specialties 
IM 

RHEUM 
UROL 


16  (13) 

21  (16) 

16  (13) 

15  (11) 


17  (14) 

22  (18) 

17  (13) 

16  (11) 


21  (18) 

26  (21) 

19  (15) 

20  (19) 


Source:      Commission  Visit  Survey. 


Encounter  time  was  defined  differently  for  visits  in  different  sites.  Office  encounter  time 
is  the  sum  of  start/stop  times  for  all  EM  services  the  physician  provided  while  the  patient 
was  in  the  consult  at  ion/ examining  area.  This  is  similar,  but  not  identical  to  "face-to-face" 
time.  Hospital  encounter  time  is  the  sum  of  start/stop  times  for  all  EM  services  the 
physician  provided  from  the  time  the  physician  began  the  interaction  with  the  patient  or 
the  patient's  chart  until  the  time  this  interaction  was  completed.    This  definition  is 
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probably  equivalent  to  "floor  time":  the  time  the  physician  spent  at  the  bedside  and  on  the 
patient's  unit  or  floor.12 

Encounter  time,  day  time,  and  total  time  are  highly  correlated  (Table  3-12)  and  vary  by 
specialty  and  type  of  visit  (Tables  3-10  and  3-11).  Urologists  tend  to  spend  less  time  in 
visits,  on  average,  than  either  internists  or  rheumatologists.  The  latter  two  specialties 
spend  similar  amounts  of  time,  except  for  new  patient  office  visits  and  initial  hospital 
consultations,  which  are  longer  for  rheumatologists,  and  follow-up  consultations,  which  are 
longer  for  internists.  For  all  specialties,  the  mean  times  are  approximately  twice  as  long 
for  new  patient  and  initial  visits  as  for  established  patient,  subsequent,  or  follow-up  visits. 
There  is  no  systematic  variation  in  the  times  according  to  site  of  service  or  referral  status. 
The  large  standard  deviations  suggest  that  each  type  of  visit  provided  by  each  specialty 
covers  a  broad  range  of  times. 

Table  3-12.  Simple  Correlations  Between  Different  Measures  of  Time 


Encounter  Time  Encounter  Time  Day  Time 

and  Day  Time  and  Total  Time  and  Total  Time 

New  Patient  Office  Visit                               .96                          .90  .93 

Established  Patient  Office  Visit                      .95                          .75  .78 

Initial  Hospital  Visit                                    .98                          .77  .78 

Subsequent  Hospital  Visit                            .94                         .67  .71 

Initial  Consultation                                    .93                         .83  .90 

Follow-Up  Consultation                              .96                         .70  .73 


Source:      Commission  Visit  Survey. 


12  It  is  important  to  point  out  that  encounter  time  is  not  the  same  as  the  encounter  start/stop  time  that 
physicians  recorded  on  their  survey  forms  (see  Chapter  2).  The  encounter  start/stop  time  was  used  to  identify 
the  period  of  time  the  patient  was  in  the  consultation/examining  area  (for  office  visits)  or  the  period  from  the 
time  the  physician  began  interacting  with  the  patient's  chart  until  the  time  this  interaction  was  completed  (for 
hospital  visits).  The  encounter  time  calculated  for  each  visit  represented  the  time  the  physician  actually  spent 
performing  EM  services  during  this  period.  Thus,  encounter  time  was  usually  less  than  the  elapsed  encounter 
start /stop  time. 
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Comparison  of  Encounter  Times  Across  Surveys 

Physician  encounter  times  for  the  three  specialties  in  the  Visit  Survey  were  compared  with 
encounter  times  recorded  for  the  same  specialties  in  the  NAMCS  and  USC  studies.13  All 
of  these  studies  were  log-diary  surveys,  in  which  physicians  recorded  times  for  actual  visits. 

Encounter  times  were  defined  differently  in  the  three  surveys  (Table  3-13).  Office 
encounter  time  would  be  expected  to  be  slightly  longer  in  the  Visit  Survey  than  in  the 
other  studies  because  the  Visit  Survey  definition  is  not  limited  to  face-to-face  contact. 
Hospital  encounter  time  would  be  expected  to  be  considerably  longer  in  the  Visit  Survey 
than  in  the  USC  study  because  the  Visit  Survey  definition  includes  services  provided  at  the 
nursing  station,  whereas  the  USC  definition  is  limited  to  services  provided  while  the 
physician  is  with  the  patient.  To  facilitate  comparing  hospital  data  from  the  two  surveys, 
hospital  times  from  the  Visit  Survey  are  presented  in  two  ways:  (1)  as  floor  time  (the  way 
encounter  time  was  defined  in  the  Visit  Survey);  and  (2)  as  history/exam/counseling  time 
(a  measure  similar  to  face-to-face  time).  The  latter  measure,  which  is  about  60  percent 
of  floor  time,  should  be  more  comparable  to  the  way  hospital  encounter  time  was  defined 
in  the  USC  study. 


Table  3-13.    Definitions  of  Physician  Encounter  Time  in  Different  Surveys 


OFFICE  VISITS  AND  OFFICE  CONSULTATIONS 

Visit  Survey 

Sum  of  start/stop  rimes  for  all  EM  services  provided  by  the  physician  while 
the  patient  is  in  the  consultation/examining  area. 

NAMCS 

Physician  estimate  of  the  time  he/she  spends  with  the  patient. 

use 

Physician  estimate  of  the  time  he/she  spends  with  the  patient  in  the  direct, 
face-to-face  encounter. 

HOSPITAL  VISITS  AND  HOSPITAL  CONSULTATIONS 

Visit  Survey 

Sum  of  start/stop  times  for  all  EM  services  provided  by  the  physician  from 
the  time  the  physician  begins  the  interaction  with  the  patient  or  the  patient's 
chart  until  the  time  the  physician  completes  the  interaction  with  the  patient  or 
the  patient's  chart. 

use 

Physician  estimate  of  the  rime  he/she  spends  with  the  patient  in  the  direct, 
face-to-face  encounter. 

u  Analyses  of  data  from  the  NAMCS  and  USC  studies  exclude  visits  with  no  recorded  physician  time  to  make 
them  more  equivalent  to  the  visits  in  the  Visit  Survey. 
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The  mean  encounter  times  for  most  types  of  visits  are  very  similar  in  the  three  surveys 
(Table  3-14).14  Where  differences  occur,  the  encounter  time  in  the  Visit  Survey  is  usually 
similar  to  the  time  in  either  the  NAMCS  or  the  USC  study.15  These  results  suggest  that 
physicians  recorded  start  and  stop  times  accurately  in  the  Visit  Survey  and  that  they 
completed  encounter  forms  for  a  representative  sample  of  visits  of  each  type.  The  latter 
finding  is  especially  important  for  hospital  visits.  Although  hospital  visits  may  have  been 
underrepresented  in  the  Visit  Survey,  it  appears  that  the  hospital  visits  that  were  reported 
were  representative  of  the  time  physicians  actually  spend  in  these  encounters. 

The  distributions  of  encounter  time  in  the  three  surveys  for  internists,  rheumatologists,  and 
urologists,  are  presented  in  Tables  3-15,  3-16,  and  3-17,  respectively.  To  facilitate 
comparison,  hospital  encounter  times  in  the  Visit  Survey  are  presented  on  two  lines:  first 
as  floor  time,  then  as  face-to-face  time.  As  would  be  expected  from  the  mean  times,  the 
distributions  of  time  for  most  types  of  visits  (including  hospital  visits)  are  very  similar  in 
the  three  surveys.  The  distributions  differ  for  initial  consultations,  however,  with  fewer 
short  encounters  in  the  Visit  Survey,  especially  for  internists  and  rheumatologists.16 

The  distributions  differ  by  type  of  visit,  by  specialty,  and  (for  hospital  visits)  by  the  way 
encounter  time  is  defined.  New  patient  and  initial  visits  tend  to  cover  the  full  spectrum 
of  encounter  times,  whereas  almost  all  established  patient,  subsequent,  and  follow-up  visits 
have  encounter  times  of  less  than  41  minutes  (and  most  of  these  are  less  than  21  minutes). 
Internists  and  rheumatologists  provide  a  substantial  number  of  short,  medium,  and  long 
visits,  whereas  urologists  rarely  spend  more  than  40  minutes  in  any  type  of  encounter. 
Hospital  encounters  appear  shorter  if  they  are  defined  as  face-to-face  time  rather  than  as 
floor  time. 

Relationship  Between  Encounter  Time  and  Total  Time 

Data  from  the  Visit  Survey  demonstrate  that  physicians  provide  most  of  their  EM  services 
related  to  each  visit  during  the  patient  encounter.  This  aspect  of  practice  style  appears  to 
be  relatively  constant  for  physicians  in  different  specialties,  for  different  types  of  visits,  and 
for  visits  in  different  sites.  The  latter  finding,  however,  depends  on  the  way  encounter 


14  In  Table  3-14,  Visit  Survey  hospital  encounter  time  is  presented  as  floor  time,  with  face-to-face  time  in 
parentheses. 

15  Rheumatology  initial  consultations  are  an  exception  to  this  rule.  But  very  few  rheumatology  initial 
consultations  were  reported  in  the  NAMCS  study. 

16  These  differences  may  reflect  different  eligibility  criteria  in  the  surveys.  In  the  Visit  Survey,  specialty 
designation  was  more  stringent  than  in  the  NAMCS  or  USC  studies.  In  addition,  physicians  in  the  Visit  Survey 
were  required  to  care  for  a  substantial  proportion  of  elderly  patients,  which  may  have  taken  longer. 
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time  is  defined.  For  a  substantial  proportion  of  visits,  physicians  provide  EM  services  only 

during  the  patient  encounter. 


1  able  3-14.  Compsansoini  off  Pteysklfflini  Encoiamiter  Time  Across  E^rmvs 


INTERNAL  MEDICINE 

New  Patient  Office  Visit 
Established  Patient  Office  Visit 
Initial  Hospital  Visit  c 
Subsequent  Hospital  Visit c 
Initial  Consultation 
Follow-Up  Consultation 


New  Patient  Office  Visit 
Established  Patient  Office  Visit 
Initial  Hospital  Visit  c 
Subsequent  Hospital  Visit  c 
Initial  Consultation 
Follow-Up  Consultation 


Visit  Survey 


Physician  Encounter  Time 
(Minutes); 

NAMCS* 


28 
17 

35  (23) 
17  (10) 
39 
22 


38 

16 

34  (18) 
15(9) 
40 
16 


26 
18 


40 
20 


38 
17 


21 
25 


24 
17 
24 
14 
34 
14 


30 
16 
19 
12 
33 
17 


New  Patient  Office  Visit 
Established  Patient  Office  Visit 
Initial  Hospital  Visit c 
Subsequent  Hospital  Visit  0 
Initial  Consultation 
Follow-Up  Consultation 


18 
11 

24  (14) 
15(9) 
21 
13 


21 
15 


18 
14 


Source:    Commission  analysis  of  data  from  the  Visit  Survey  (VS),  the  1985  National  Ambulatory  Medical  Care 
Survey  (NAMCS),  and  the  University  of  Southern  California  National  Study  of  Medical  and  Surgical 

Specialties  (USC). 

Notes:     8  Physicians  were  surveyed  about  office  visits,  but  not  hospital  visits,  in  the  NAMCS  study. 
b  Urologists  were  not  included  in  the  USC  study. 

c  For  hospital  visits,  encounter  time  is  expressed  as  floor  time.  Face-to-face  time  is  presented  in 
parentheses. 
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Table  3-15.  Comparison  of  Internal  Medicine  Encounter  Times  Across  Surveys 


NEW  PATIENT  OFFICE  VISIT 


Percent  of  Visits  with  Physician  Encounter  Time: 
<.  10  Min      11-20  Min       21-40  Min       41-50  Min    >  50  Min 


VS 

NAMCS 

use 


14 
24 
32 


30 
33 

33 


35 
25 
18 


13 
10 
10 


ESTABLISHED  PATIENT  OFFICE  VISIT 


VS 

NAMCS 

use 


28 
27 
36 


55 
47 


21 
14 
11 


INITIAL  HOSPITAL  VISIT 

VS  (Floor  Time)  15  19  31  12  24 

VS  (Face-to-Face  Time)  33  23  26  12  7 

USC  48  28  12  5  8 


SUBSEQUENT  HOSPITAL  VISIT 

VS  (Floor  Time)  34  39  22  2  3 

VS  (Face-to-Face  Time)  68  23  8  1  1 

USC  61  31  5  11 


INITIAL  CONSULTATION 


VS 

NAMCS 
USC 


8 
25 
23 


16 
32 
20 


32 
18 
2? 


14 
4 
10 


30 
21 
14 


FOLLOW-UP  CONSULTATION 


VS 

NAMCS 
USC 


22 
22 
56 


41 
47 
32 


28 
26. 
9 


Source:  Commission  analysis  of  data  from  the  Visit  Survey  (VS),  the  1985  National  Ambulatory  Medical  Care 
Survey  (NAMCS),  and  the  University  of  Southern  California  National  Study  of  Medical  and  Surgical 
Specialties  (USC). 
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Table  3-16.  Comparison  of  Rheumatology  Encounter  Times  Across  Surveys 


Percent  of  Visits  with  Physician  Encounter  Time: 
<.10Min      11-20  Min       21-40  Min       41.50  Mb  >50Min 

NEW  PATIENT  OFFICE  VISIT 

vs 

4 

12 

44 

19  22 

NAMCS 

2 

24 

25 

22  27 

use 

18 

29 

24 

13  18 

ESTABLISHED  PATIENT  OFFICE  VISIT 

VS 

30 

49 

19 

1  1 

NAMCS 

22 

58 

19 

1  I 

use 

37 

49 

13 

1  1 

INITIAL  HOSPITAL  VISIT 

VS  (Floor  Time)  3  34  34  14  14 

VS  (Face-to-Face  Time)  34  43  14  6  3 

USC  42  34  18  4  3 


SUBSEQUENT  HOSPITAL  VISIT 


VS  (Floor  Time) 

VS  (Face-to-Face  Time) 

USC 


38 
73 

63 


45 
22 
30 


15 
4 

6 


INITIAL  CONSULTATION 

VS  2  9  45  21  23 

NAMCS  33  33  0  33  0 

USC  17  25  25  13  19 


FOLLOW-UP  CONSULTATION 


VS 

NAMCS 
USC 


.28 
0 
43 


50 
50 
41 


20 
50 
13 


Source:  Commission  analysis  of  data  from  the  Visit  Survey  (VS),  the  1985  National  Ambulatory  Medical  Care 
Survey  (NAMCS)  and  the  University  of  Southern  California  National  Study  of  Medical  and  Surgical 
Specialties  (USC). 
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Table  3-17.  Comparison  of  Urology  Encounter  Times  Across  Surveys 


<  1 

Percent  of  Visits  with  Physician  Encounter  time: 
10  Min      11-20  Min       21-40  Min       41-50  Min   >  50  Min 

NEW  PATIENT  OFFICE  VISIT 


vs 

NAMCS 


22 
22 


45 
48 


31 
23 


ESTABLISHED  PATIENT  OFFICE  VISIT 


VS 

NAMCS 


57 
42 


34 
46 


8 
I! 


INITIAL  HOSPITAL  VISIT 


VS  (Floor  Time) 

VS  (Face-to-Face  Time) 


26 
45 


22 
33 


36 
21 


SUBSEQUENT  HOSPITAL  VISIT 


VS  (Floor  Time) 

VS  (Face-to-Face  Time) 


42 

72 


38 
22 


16 
6 


INITIAL  CONSULTATION 


VS 

NAMCS 


15 
32 


46 
42 


34 
24 


FOLLOW-UP  CONSULTATION 


VS 

NAMCS 


50 
40 


36 
48 


12 
11 


Source:    Commission  analysis  of  data  from  the  Visit  Survey  (VS)  and  the  1985  National  Ambulatory  Medical 
Care  Survey  (NAMCS). 
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Data  showing  how  physicians  apportion  their  time  for  office  visits  is  presented  in  Table 
3-18.  Approximately  80  percent  of  their  total  office  visit  time  is  spent  providing  EM 
services  during  the  patient  encounter.  These  services  consist  primarily  of  the  history, 
physical  examination,  and  counseling. 


Table  3-18.  How  Physicians  Apportion  Their  Time  for  Office  Visits 


Proportion  of  Physician  Total  Time  Spent  In: 
History 

History  and       Physical  Exam 


Physical  Exam        Counseling  Encounter 


NEW  PATIENT  OFFICE  VISIT 

All  Specialties  .63  .74  .83 

IM  .66  .73  .82 

RHEUM  .62  .75  .83 

UROL  .62  .75  .82 

ESTABLISHED  PATIENT  OFFICE  VISIT 

All  Specialties  .62  .72  .83 

IM  .63  .72  .82 

RHEUM  .65  .75  .85 

UROL  .55  .69  .81 

INITIAL  OFFICE  CONSULTATION 

All  Specialties  .56  .68  .76 

IM  .60  .70  .77 

RHEUM  .57  .68  .77 

UROL  .54  .67  .78 

FOLLOW-UP  OFFICE  CONSULTATION 

All  Specialties  .54  .67  .79 

IM  .58  .66  .74 

RHEUM  .60  .71  .81 

UROL  .46  .62  .76 


Source:     Commission  Visit  Survey. 
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Similar  data  for  hospital  visits  is  presented  in  Table  3-19.  As  defined  in  the  Visit  Survey 
(floor  time),  hospital  encounter  time  is  proportionally  similar  to  office  encounter  time, 
accounting  for  approximately  80  percent  of  total  time.  The  services  provided  at  the 
bedside  and  on  the  patient's  unit  or  floor  consist  almost  entirely  of  the  history,  physical 
examination,  counseling,  review  of  records,  and  charting/dictation. 


Table  3-19.  How  Physicians  Apportion  Their  Time  for  Hospital  Visits 


Proportion  of  Physician  Total  Time  Spent  In; 


History  and 
Physical  Exam 


History,  Exam    EM  Services 
History  Counseling     at  Bedside  and 

Physical  Exam    Review  Records  on  Unit/Floor 
Counseling  Charting  (Encounter) 


INITIAL  HOSPITAL  VISIT 


All  Specialties 
IM 

RHEUM 
UROL 


.42 
.47 
.40 
.34 


.49 
.52 
.44 
.46 


.80 
.80 
.79 
.82 


.80 
.80 
.83 
.78 


SUBSEQUENT  HOSPITAL  VISIT 


All  Specialties 
IM 

RHEUM 
UROL 


.42 
.41 
.44 
.41 


.51 
.48 
.53 
.53 


.84 
.79 
.89 


.84 
.80 
.89 
.87 


INITIAL  HOSPITAL  CONSULTATION 

All  Specialties  .43  .49  .84  .83 

IM  .47  .52  .82  .80 

RHEUM  .51  .54  .90  .86 

UROL  38  .46  .86  .82 


FOLLOW-UP  HOSPITAL  CONSULTATION 

All  Specialties  .39  .48  .85  .85 

IM  .42  .49  .82  .82 

RHEUM  .43  .51  .87  .88 

UROL  33  .45  .84  .85 


Source:  Commission  Visit  Survey. 
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The  proportion  of  encounter  time  in  total  time  appears  to  be  independent  of  the  variables 
that  could  be  studied  in  the  Visit  Survey:  the  physician's  specialty,  the  type  of  patient  (new 
or  established,  age,  presence  or  absence  of  cognitive/physical  impairment),  the  type  of 
problem  (new  or  existing),  referral  status,  and  the  site  of  service.  The  latter  observation, 
however,  depends  on  the  way  encounter  time  is  defined.  If  hospital  encounter  time  were 
defined  as  encompassing  only  the  history,  physical  examination,  and  counseling,  it  would 
account  for  a  smaller  proportion  of  total  time  than  office  encounter  time.  This  is  because 
these  predominantly  face-to-face  services  account  for  a  smaller  proportion  of  total  time 
in  the  hospital  than  in  the  office.17 

For  a  substantial  proportion  of  visits,  physicians  provide  EM  services  only  during  the 
patient  encounter  (Table  3-20).  This  practice  style  is  more  common  for  urologists;  for 
hospital  visits;  and  for  established  patient,  subsequent,  and  follow-up  visits.  It  is  least 
common  for  initial  office  consultations. 


Table  3-20.  Visits  in  which  Physician  EM  Services  are  Limited  to  the  Encounter 


Percent  of  Visits  in  which  Encounter  Time  =  Total  Time 
ALL  SPECIALTIES  IM  RHEUM  UROL 


OFFICE  VISITS 

New  Patient 
Established  Patient 
Initial  Consultation 
Follow-up  Consultation 
HOSPITAL  VISITS 
Initial  Visit 
Subsequent  Visit 
Initial  Consultation 
Follow-up  Consultation 


33 
41 
21 
33 

41 
59 
46 
58 


31 
40 
18 
19 

37 
50 
32 
43 


22 
40 
16 
32 

40 
67 
49 
63 


42 
46 
26 
36 

48 
69 
50 
61 


Source:       Commission  Visit  Survey. 


This  is  true  for  inpatient  consultative  and  nonconsultative  visits. 
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RELATIONSHIP  BETWEEN  PHYSICIAN  TIME  AND  PHYSICIAN  WORK 


In  the  Visit  Survey,  physicians  recorded  not  only  the  time  they  spent  providing  EM 
services,  but  also  the  work  involved  in  providing  these  services.  This  section  analyzes  the 
relationship  between  physician  time  and  physician  work.  The  results  show  that: 

•  Encounter  time,  day  time,  and  total  time  predict  total  work  equally  well  for  each 
type  of  visit. 

•  Encounter  time  predicts  total  work  for  hospital  visits  as  well  as  that  for  office 
visits.  Encounter  time  also  predicts  total  work  for  consultations  as  well  as  that 
for  nonconsultative  visits. 

•  Physicians  expend  more  effort  (work  per  unit  of  time)  providing  EM  services  on 
the  day  of  the  visit  than  before  or  after  the  day  of  the  visit. 

•  Shorter  visits  involve  more  effort  and  proportionally  more  pre-  and  post- 
encounter  time  than  longer  visits. 

•  Certain  types  of  visits  involve  more  effort  than  others.  This  finding  holds  if  one 
compares  new  with  established  patient  visits,  initial  with  subsequent  visits, 
consultations  with  nonconsultative  visits,  and  visits  in  which  new  or  existing 
problems  are  addressed. 

•  Patient  age,  the  presence  or  absence  of  cognitive  or  physical  impairment,  and 
site  of  service  do  not  influence  the  effort  involved  in  visits. 

•  For  most  types  of  visits,  the  relationships  between  time  and  work  for  the  three 
specialties  are  very  similar  to  each  other  and  to  the  relationship  based  on  data 
from  all  specialties  combined. 

Cross-Linking  Specialties  to  a  Common  Scale  of  Relative  Work 

In  the  Visit  Survey,  physicians  used  ratio  (or  magnitude)  estimation  to  assign  total 
physician  work  values  to  their  visits.  In  this  method,  they  compared  the  work  involved  in 
performing  all  of  the  physician  EM  services  related  to  each  visit  with  the  total  work  of  a 
benchmark  vignette,  which  was  assigned  an  arbitrary  value  of  100.  They  also  estimated  the 
total  physician  time  involved  in  providing  the  services  described  in  their  benchmark 
vignette.  Since  the  benchmarks  for  the  three  specialties  were  not  identical,  each  specialty's 
work  estimates  were  on  a  different  scale.  These  specialty-specific  scales  had  to  be  linked 
onto  a  common  scale  before  work  values  for  the  three  specialties  could  be  integrated  or 
compared. 
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The  link  was  based  on  established  patient  office  visits  since  this  is  the  most  common  type 
of  visit  provided  by  each  specialty.  Because  the  rheumatology  benchmark  was  an 
established  patient  office  visit,  the  internal  medicine  and  urology  scales  were  linked  to  the 
rheumatology  scale.  The  linking  process  consisted  of  two  steps.  First,  a  regression  model 
relating  the  natural  log  (In)  of  total  work  to  the  natural  log  of  total  time  for  established 
patient  office  visits  was  estimated  for  each  specialty  on  its  specialty-specific  scale.18  Then, 
work  values  for  each  specialty  were  proportionally  adjusted  so  that  total  work  for 
established  patient  office  visits  was  predicted  to  be  100  at  a  total  time  of  30  minutes  (the 
median  estimate  of  total  time  for  the  rheumatology  benchmark  vignette).19  The  linking 
process  produced  a  common  scale  that  multiplied  specialty-specific  work  values  for 
rheumatology,  internal  medicine,  and  urology  by  0.98,  1.18,  and  1.54,  respectively. 

Correlation  Between  Different  Measures  of  Time  and  Total  Work 

After  the  specialty-specific  scales  of  work  were  linked,  pooled  data  from  all  three 
specialties  were  used  to  determine  how  well  different  measures  of  time  predict  the  total 
work  involved  in  visits.  Simple  correlations  between  the  natural  log  of  three  measures  of 
time  (encounter  time,  day  time,  and  total  time)  and  the  natural  log  of  total  work  for 
different  types  of  visits  are  presented  in  Table  3-21. 20 

Table  3-21.  Simple  Correlations  between  Different  Measures  of  Time  and  Total  Work8 


Encounter  Time  Day  Time  Total  Time 

and  and  and 

Total  Work  Total  Work  Total  Work 


New  Patient  Office  Visit  .48  .48  .51 

Established  Patient  Office  Visit  36  37  .42 

Initial  Hospital  Visit  .61  .60  .59 

Subsequent  Hospital  Visit  .40  .41  .46 

Initial  Consultation  .44  .46  .51 

Follow-Up  Consultation  .44  .44  .48 


Source:  Commission  Visit  Survey. 

Note:     "These  are  correlations  between  the  natural  log  of  time  and  the  natural  log  of  total  work. 


The  modeling  process  is  described  in  detail  later  in  this  chapter. 

19  The  adjustment  factor  equals  100  divided  by  the  predicted  total  work  value  obtained  from  the  model 
relating  total  work  and  total  time  on  the  specialty-specific  scale. 

20  Logs  were  used  in  the  correlations  because  physicians  estimated  the  work  involved  in  visits  as  a  ratio  of  a 
hypothetical  benchmark.  This  is  discussed  further  in  the  modeling  section  of  this  chapter. 
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The  data  indicate  that,  for  each  type  of  visit,  encounter  time,  day  time,  and  total  time 
predict  total  work  equally  well.  This  is  probably  because  (as  noted  earlier)  physicians 
provide  most  of  their  EM  services  related  to  each  visit  during  the  encounter,  and 
physicians  in  different  specialties  are  similar  in  the  proportion  of  total  time  they  spend  in 
the  encounter. 

The  correlations  between  encounter  time  and  total  work  are  similar  for  most  types  of 
visits.  Of  particular  importance,  encounter  time  appears  to  predict  total  work  as  well  for 
hospital  visits  as  for  office  visits,  and  as  well  for  consultations  as  for  nonconsultative  visits. 
The  correlations  are  better  for  initial  hospital  visits  than  for  established  patient  office 
visits.  This  suggests  that  there  may  be  less  variability  in  patients,  problems,  and/or  EM 
services  in  initial  hospital  visits  than  in  established  patient  office  visits. 

Effort  Involved  in  Providing  EM  Services 

In  the  Visit  Survey,  physicians  were  asked  to  estimate  total  work  and  the  percentage  of 
total  work  performed  on  the  day  of  the  visit.  Thus,  the  effort  (work  per  unit  of  time) 
involved  in  providing  EM  services  on  the  day  of  the  visit  can  be  compared  with  the  effort 
involved  in  providing  EM  services  before  or  after  the  day  of  the  visit. 

Physicians  appear  to  expend  two  to  three  times  as  much  effort,  on  average,  providing  EM 
services  on  the  day  of  the  visit  as  they  do  providing  EM  services  before  or  after  the  day 
of  the  visit  (Table  3-22).  Most  of  the  EM  services  provided  on  the  day  of  the  visit  are 
performed  during  the  encounter,  and  most  of  these  consist  of  the  history,  physical 
examination,  and  counseling.  The  difference  between  day  effort  and  non-day  effort  could 
be  accounted  for  if  physicians  are  either  more  efficient  during  the  encounter  or  if  the 
history,  physical  examination,  or  counseling  are  more  intense  than  other  EM  services. 

Table  3-22.  Ratio  of  Day  Effort  to  Non-Day  Effort  for  Different  Types  of  Visits 


{Mean  Day  Effort)/(Mean  Non-Day  Effort) 


New  Patient  Office  Visit  23 

Established  Patient  Office  Visit  2.9 

Initial  Hospital  Visit  2.8 

Subsequent  Hospital  Visit  3.6 

Initial  Consultation  1.9 

Follow-Up  Consultation  23 


Source:  Commission  Visit  Survey. 
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Modeling  the  Relationship  Between  Work  and  Time 

The  Visit  Survey  was  designed  to  provide  information  not  only  about  average  work  per 
unit  of  time,  but  also  about  the  relationship  between  work  and  time.  This  section 
describes  the  model  that  was  used  to  study  this  relationship.  The  sections  that  follow 
describe  the  results  of  analyses  examining: 

•  how  total  work  varies  with  the  encounter  time  of  visits; 

•  how  the  relationship  between  total  work  and  encounter  time  varies  for  different 
types  of  visits;  and 

•  how  the  relationship  between  total  work  and  encounter  time  varies  across 
specialties. 

Description  of  the  Model.  Multiple  regression  was  used  to  estimate  a  model  that  would 
accurately  predict  physicians'  estimates  of  work  from  their  recorded  visit  times.  The 
model  used  in  the  analysis  is  given  by: 

In  work  =  a  +  b(ln  time)  +  cX  +  d(ln  time)X  +  e 

This  model  relates  the  natural  log  (In)  of  work  to  the  natural  log  of  time.  Logarithmic 
transformation  was  used  because  magnitude  estimation-the  procedure  used  to  estimate 
total  work— requires  physicians  to  consider  the  work  involved  in  a  particular  visit  as  a  ratio 
or  percent  of  a  hypothetical  benchmark.  A  model  based  on  logs  is  a  natural  way  to 
describe  how  percentage  differences  in  work  vary  with  time  and  other  factors.  In  addition, 
estimates  of  work  obtained  from  magnitude  estimation  are  highly  skewed.  Logarithmic 
transformation  achieves  approximate  normality,  which  facilitates  the  performance  of 
statistical  tests. 

The  model  assumes  that  the  percentage  increase  in  work  associated  with  any  1  percent 
increase  in  time  is  constant.  However,  the  model  lets  the  data  determine  whether  intensity 
(work  per  unit  of  time)  increases  or  decreases  as  visits  get  longer.  A  linear  relationship 
between  work  and  time  would  be  a  special  case  of  this  model. 

The  model  allows  the  relationship  between  work  and  time  to  differ  for  different  types 
(classes)  of  visits.  In  the  equation  above,  X  is  a  vector  of  visit  class  indicators  (site, 
referral  status,  type  of  patient);  c  is  a  vector  of  coefficients  representing  the  main  effects 
of  these  indicators;  and  d  is  a  vector  of  coefficients  representing  the  effects  of  the 
interactions  between  In  time  and  these  indicators. 
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Estimation  Results.  The  model  was  used  to  study  the  relationship  between  day  time  and 
day  work  and  between  encounter  time  and  total  work.21  All  conclusions  were  the  same 
for  both  relationships.  The  discussion  below  focuses  on  the  regression  relating  encounter 
time  and  total  work  (Table  S-23).22 


Table  3-23.    Regression  of  Total  Work  on  Encounter  Time  for  EM  Services 


VARIABLE  COEFFICIENT  t-STATISTIC 


Intercept  3.298  37.99 

In  Time  0.419  13.84 

VISIT  CLASS  INDICATORS  (c) 

New  Patient  Office  Visit  0.183  -1.11 

Subsequent  Hospital  Visit  -0.256  -1.57 

Initial  Hospital  Visit  -0.343  -1.04 

Follow-Up  Consultation  -0.150  -1.10 

Initial  Consultation  0.207  130 

VISIT  CLASS/LN  TIME  INTERACTION  (d) 

New  Patient  Office  Visit  0.142  2.89 

Subsequent  Hospital  Visit  0.064  1.12 

Initial  Hospital  Visit  0.190  2.02 

Follow-Up  Consultation  0.080  1.72 

Initial  Consultation  0.063  1.29 


Source:       Commission  Visit  Survey. 

Note:         Omitted  visit  class  indicator  is  established  patient  office  visit. 


21  The  model  was  also  used  to  describe  the  relationship  between  total  time  and  total  work  in  the  cross-linking 
process  described  above. 

22  There  are  two  reasons  why  the  analysis  in  this  report  focuses  on  the  relationship  between  encounter  time 
and  total  work.  First,  encounter  time  and  total  work  are  likely  to  be  the  most  accurate  measures  of  time  and 
work  in  the  Visit  Survey.  Encounter  times  in  the  Visit  Survey  are  based  entirely  on  start  and  stop  times  (rather 
than  estimated  times)  and  agree  closely  with  encounter  times  recorded  in  other  surveys.  Physicians  in  the  Visit 
Survey  estimated  total  work  directly  from  a  total  work  standard  vignette.  Second,  it  is  likely  that  the  relationship 
between  encounter  time  and  total  work  will  be  used  to  assign  relative  work  values  to  visits  under  the  revised 
coding  system.  This  is  discussed  in  more  detail  in  Chapters  4  and  5. 
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In  the  equation  above,  a  and  b  are,  respectively,  the  intercept  and  slope  of  the  relationship 
between  In  total  work  and  In  encounter  time  for  established  patient  office  visits  (the 
omitted  visit  class  indicator  in  the  model).  The  intercept  of  the  relationship  for  each  of 
the  other  classes  of  visits  is  given  by  (a  +  c)  for  that  class  of  visit.  The  c  coefficients 
reflect  the  difference  between  the  intercept  for  the  visit  class  under  study  and  established 
patient  office  visits.  One  can  think  of  these  coefficients  as  reflecting  differences  in  the 
amount  of  fixed  work  (total  work  for  a  one  minute  encounter)  between  the  visit  class 
under  study  and  established  patient  office  visits.  The  amount  of  fixed  work  for  the  class 
under  study  relative  to  the  fixed  work  for  established  patient  office  visits  is  given  by 
exp(c).23  For  example,  the  coefficient  c  for  initial  consultations  is  0.207  (Table  3-23). 
This  means  that  the  fixed  work  for  initial  consultations  is  23  percent  higher  (exp(0.207)  = 
1.23)  than  for  established  patient  office  visits  (although  this  difference  is  not  statistically 
significant). 

The  slope  of  the  relationship  between  In  total  work  and  In  encounter  time  is  estimated  by 
b  for  established  patient  office  visits.  The  slope  coefficient  is  a  measure  of  the  percentage 
increase  in  total  work  as  encounter  time  increases  by  100  percent.  A  coefficient  of  1.0 
would  indicate  a  linear  relationship  between  encounter  time  and  total  work.  A  coefficient 
of  less  than  (more  than)  1.0  would  indicate  that  total  work  per  unit  of  encounter  time 
decreases  (increases)  as  visits  become  longer.  In  the  model,  the  coefficient  b  is  0.419, 
indicating  that  for  established  patient  office  visits,  total  work  increases  by  41.9  percent 
when  visit  encounter  time  increases  by  100  percent  (Table  3-23). 

For  visit  classes  other  than  established  patient  office  visits,  the  slope  is  given  by  (b  +  d) 
for  that  class  of  visit.  Thus,  the  d  coefficients  indicate  how  much  more  (or  less)  total  work 
increases  per  100  percent  increase  in  encounter  time  for  the  visit  class  under  study  than 
for  established  patient  office  visits.  For  example,  the  d  coefficient  for  new  patient  office 
visits  is  0.142,  indicating  that  when  encounter  time  doubles,  total  work  increases  14.2 
percent  more  for  new  patient  office  visits  than  for  established  patient  office  visits  (Table 
3-23).  A  100  percent  increase  in  encounter  time  results  in  a  56  percent  increase  in  total 
work  (0.419  +  0.142)  for  new  patient  office  visits. 

Methodologic  Issues.  Although  the  Visit  Survey  contains  information  about  19,000  visits, 
these  are  not  all  independent  observations  because  of  substantial  positive  correlations  in 
the  error  term,  e,  of  the  equation  across  the  visits  for  a  single  physician.  Failure  to 
account  for  this  correlation  in  the  analysis  would  lead  to  inefficient  estimates  of  the 


23  If  there  was  no  difference  in  the  slope  of  the  relationships,  this  quantity  would  indicate  the  relative 
difference  in  total  work  between  the  classes  for  all  encounter  times. 
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standard  errors  and  related  inference  statistics.  In  the  results  in  Table  3-23,  the  t-statistics 
were  corrected  for  this  positive  correlation  using  a  nonparametric  approach.24 

The  reported  results  do  not  exclude  outlier  values.  However,  it  does  not  appear  that  these 
values  are  driving  the  relationships.  Observations  that  could  have  a  potentially  large 
influence  on  the  estimated  relationship  were  identified,  and  the  effect  of  excluding  the  top 
1  percent  of  these  cases  from  the  analysis  was  examined.25  None  of  the  coefficient 
estimates  changed  by  more  than  10  percent  and  none  of  the  conclusions  was  altered. 

The  three  specialties  in  the  Visit  Survey  reported  a  different  mix  of  visits.  Because 
specialty  and  class  of  visit  are  correlated,  it  is  possible  that  estimated  differences  in  the 
relationship  between  encounter  time  and  total  work  for  different  classes  of  visits  simply 
reflect  differences  between  specialties.  To  ensure  that  the  conclusions  of  the  analysis  are 
not  biased  by  confounding,  the  model  was  fit  for  each  of  the  specialties  separately,  and 
conclusions  about  visit  classes  based  on  data  from  all  specialties  and  on  specialty-specific 
data  were  compared.  Differences  across  classes  in  the  relationship  between  encounter 
time  and  total  work  were  similar  for  all  data  sets.  Therefore,  conclusions  about  different 
visit  classes  do  not  appear  to  have  been  confounded  by  the  different  mix  of  visits  each 
specialty  reported. 

The  General  Relationship  Between  Encounter  Time  and  Total  Work 

The  regression  relating  encounter  time  and  total  work  describes  how  work  varies  with  the 
duration  of  visits.  This  relationship  is  a  function  of:  (1)  effort  (total  work  per  unit  of  total 
time);  and  (2)  the  proportion  of  time  the  physician  spends  in  the  encounter  (the  ratio  of 
encounter  time  to  total  time). 

For  the  types  of  visits  studied  in  the  Visit  Survey,  the  regression  describes  a  relationship 
in  which  total  work  per  unit  of  encounter  time  decreases  as  visits  get  longer  (Figure  3- 
l).26  This  implies  that  the  average  total  work  per  unit  of  encounter  time  is  greater  for 
shorter  visits  than  for  longer  visits.  There  are  two  possible  explanations  for  this  finding: 


24  The  correction  is  similar  to  that  for  the  random  effects  least  squares  model,  in  which  the  error  term  e  is 
assumed  to  consist  of  an  unobserved  physician  effect  (distributed  across  physicians  with  mean  0  and  common 
variance)  and  a  residual  (Searle  1971).  The  model  for  the  adjustment  is  described  in  Brook  and  others  (1984), 
based  on  prior  work  by  Huber  (1967).  The  adjustment  also  corrects  for  nonconstant  variance  of  the  error  term. 

25  The  analysis  used  Cook's  D  (Cook  1977;  Cook  1979)  as  the  measure  of  influence.  Cook's  D  measures  the 
change  to  the  estimates  that  results  from  deleting  the  observation. 

26  The  Visit  Survey  did  not  include  intensive  care  or  emergency  department  visits.  Therefore,  this  relationship 
may  or  may  not  apply  to  these  types  of  visits. 
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•  Shorter  visits  may  involve  more  effort  than  longer  visits. 

•  Shorter  visits  may  involve  proportionally  more  pre-  and  post-encounter  time  than 
longer  visits. 
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Figure  3-1 .  The  General  Relationship  Between  Encounter  Time 
and  Total  Work 
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Source:  Regression  based  on  data  from  the  Visit  Survey 


The  data  suggest  that  shorter  visits  involve  substantially  more  effort  than  longer  visits 
(Table  3-24).  This  observation  holds  if  one  looks  at  the  total  effort  involved  in  the  visit 
(the  ratio  of  total  work  to  total  time)  or  at  the  effort  expended  on  the  day  of  the  visit  (the 
ratio  of  day  work  to  day  time).27  The  difference  in  effort  does  not  appear  to  be  related 
to  differences  in  the  mix  of  EM  services  provided.    As  discussed  above,  certain  EM 


27  Total  effort  is  somewhat  less  than  day  effort  because  it  includes  EM  services  provided  before  and  after  the 
day  of  the  visit,  which  are  less  intense  than  EM  services  provided  on  the  day  of  the  visit. 
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services  (such  as  the  history,  physical  examination,  and  counseling)  may  be  more  intense 
than  others.  But  these  services  do  not  make  up  a  greater  proportion  of  total  time  for 
shorter  visits  than  for  longer  visits.  Rather,  the  difference  in  effort  appears  to  reflect 
differences  in  the  intensity  with  which  physicians  provide  the  same  mix  of  EM  services. 


Table  3-24.  Variation  in  Effort  with  Visit  Duration 


Mean  Work/Time  for  Visits  with  Encounter  * 

limes  of: 

<.  10  Min         11-20  Min        21-40  Min 

>  40  Min 

NEW  PATIENT  OFFICE  VISIT 


Day  Work/Day  Time 
Total  Work/Total  Time 


10.3 
9.5 


7.4 
6.9 


53 
4.9 


3.8 
3.7 


ESTABLISHED  PATIENT  OFFICE  VISIT 


Day  Work/Day  Time 
Total  Work/Total  Time 


9.8 
9.0 


5.8 

5.4 


4.1 

3.8 


3.2 
3.1 


INITIAL  HOSPITAL  VISIT 


Day  Work/Day  Time 
Total  Work/Total  Time 


7.2 
6.6 


6.8 
5.7 


5.4 

4.9 


3.7 

3.6 


SUBSEQUENT  HOSPITAL  VISIT 


Day  Work/Day  Time 
Total  Work/Total  Time 


8.7 
7.9 


5.9 
5.4 


4.1 
3.9 


3.7 
3.6 


INITIAL  CONSULTATION 


Day  Work/Day  Time 
Total  Work/Total  Time 


13.9 
12.5 


7.0 
6.4 


5.0 
4.7 


4.1 
4.0 


FOLLOW-UP  CONSULTATION 


Day  Work/Day  Time 
Total  Work/Total  Time 


8.1 
7.5 


6.1 
5.6 


4.4 
4.2 


33 
3.1 


Source:    Commission  Visit  Survey. 
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Shorter  visits  not  only  involve  more  effort  than  longer  visits,  but  they  also  involve 
proportionally  more  pre-  and  post-encounter  time  (Table  3-25).  This  probably  reflects 
certain  "fixed"  EM  services  that  are  provided  regardless  of  the  duration  of  the  visit. 


Table  3-25.  Ratio  of  Pre/Post  Time  to  Total  Time  for  Visits  with  Different  Encounter 
Times 


Time)  for 

Visits  with 

Encounter  Times  of: 

V*  iv/i  uai  a  iuic;  f  \  a  uia 

<  n 

» Mm 

11-20  MU 

i 

21-41 

Mm 

>  40  Mtn 

New  Patient  Office  Visit 

.21 

.17 

.17 

.16 

Established  Patient  Office  Visit 

.18 

.16 

.16 

.12 

Initial  Hospital  Visit 

.22 

31 

.18 

.11 

Subsequent  Hospital  Visit 

.16 

.15 

.13 

.12 

Initial  Consultation 

.26 

.26 

.22 

.19 

Follow-Up  Consultation 

.22 

.18 

.18 

.17 

Source:    Commission  Visit  Survey. 


Relationship  Between  Encounter  Time  and  Total  Work  for  Different  Types  of  Visits 

The  regression  estimated  with  data  from  the  Visit  Survey  demonstrates  that  certain  types 
of  visits  involve  more  total  work  per  unit  of  encounter  time  than  others.28  This  finding 
holds  if  one  compares  new  with  established  patient  visits,  initial  with  subsequent  visits, 
consultations  with  nonconsultative  visits,  and  visits  in  which  new  or  existing  problems  are 
addressed.  In  all  of  these  cases,  the  different  relationships  appear  to  be  due  to  differences 
in  effort  rather  than  differences  in  the  proportion  of  total  time  the  physician  spends  in  the 
encounter.  Other  variables  (patient  age,  presence  or  absence  of  cognitive/physical 
impairment,  site  of  service)  do  not  appear  to  influence  the  relationship  between  encounter 
time  and  total  work.  Site  of  service,  however,  would  have  an  effect  if  encounter  time  were 
defined  as  face-to-face  time  rather  than  as  floor  time  in  the  hospital. 


28  The  effect  of  different  types  of  visits  is  the  same  if  one  examines  the  relationship  between  encounter  time 
and  total  work  or  the  relationship  between  day  time  and  day  work. 
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New  and  Established  Patient.  The  relationship  describing  encounter  time  and  total  work 
for  new  patient  visits  has  a  significantly  steeper  slope  than  the  relationship  for  established 
patient  visits  (Figure  3-2).  The  intercepts  for  the  two  curves  are  similar,  however.  The 
difference  in  slope  means  that  the  difference  in  work  for  visits  with  new  and  established 
patients  is  much  more  pronounced  for  long  visits  than  for  short  ones.  Thus,  the  difference 
in  total  work  for  new  and  established  patient  office  visits  is  19  units  when  the  encounter 
time  is  15  minutes,  but  40  units  when  the  encounter  time  is  30  minutes.29 


Figure  3-2.  Relationship  Between  Encounter  Time  and  Total  Work  for 
New  and  Established  Patient  Office  Visits 
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In  making  these  comparisons,  it  is  important  to  look  only  at  encounter  times  (such  as  15  and  30  minutes) 
that  are  common  for  both  new  and  established  patient  visits.  Other  comparisons  are  not  clinically  relevant.  Thus, 
there  is  virtually  no  difference  in  work  between  new  and  established  patients  visits  with  encounter  times  of  5 
minutes,  but  very  few  new  patient  visits  are  this  short.  Similarly,  there  is  a  very  large  (74  unit)  difference  in  work 
for  60  minute  encounters,  but  less  than  1  percent  of  established  patient  office  visits  are  this  long. 
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Initial  and  Subsequent  Care.  The  relationships  describing  initial  and  subsequent  care 
visits  are  similar  in  shape  and  magnitude  to  the  relationships  describing  new  and 
established  patient  visits  (Figure  3-3).  The  difference  in  total  work  for  initial  and 
subsequent  hospital  visits  is  22  units  for  15-minute  encounters  and  44  units  for  30-minute 
encounters. 


Figure  3-3.  Relationship  Between  Encounter  Time  and  Total  Work  for 
Initial  and  Subsequent  Hospital  Visits 
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Source:  Regression  based  on  data  from  the  Visit  Survey 

Consultations  and  Nonconsultative  Visits.  Referral  status  has  a  substantial  effect  on  the 
relationship  between  encounter  time  and  total  work  for  both  office  and  hospital  visits.  But 
the  effect  is  qualitatively  different  for  initial  visits  and  follow-up  visits. 
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For  initial  visits,  the  difference  in  work  between  consultations  and  nonconsultative  visits 
is  independent  of  the  duration  of  the  visit  (Figure  3-4).  Thus  for  both  short  and  long 
visits,  initial  consultations  involve  approximately  20  more  units  of  total  work  than  new  or 
initial  nonconsultative  visits. 


Figure  3-4.  Relationship  Between  Encounter  Time  and  Total  Work  for 
Initial  Consultations,  New  Patient  Office  Visits, 
and  Initial  Hospital  Visits 
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Source:  Regression  based  on  data  from  the  Visit  Survey 
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For  follow-up  visits,  the  difference  in  total  work  between  consultations  and  nonconsultative 
visits  depends  on  the  encounter  time  (Figure  3-5).  Comparing  follow-up  consultations  with 
nonconsultative  established  patient  office  visits,  the  difference  in  total  work  is  6  units  for 
visits  with  encounter  times  of  15  minutes,  and  15  units  for  visits  with  encounter  times  of 
30  minutes. 


Figure  3-5.  Relationship  Between  Encounter  Time  and  Total  Work 
for  Follow-up  Consultations,  Established  Patient  Office 
Visits  and  Subsequent  Hospital  Visits 
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Site  of  Service.  The  effect  of  site  of  service  on  the  relationship  between  encounter  time 
and  total  work  depends  on  the  way  hospital  encounter  time  is  defined.  If  it  is  defined  as 
floor  time  (the  definition  used  in  the  Visit  Survey),  the  curves  for  office  and  hospital  visits 
are  very  similar  (Figures  3-4  and  3-5).  If  it  is  defined  as  face-to-face  time,  the  curves 
would  be  substantially  different. 

These  results  are  not  unexpected.  As  defined  in  the  Visit  Survey,  hospital  and  office 
encounter  time  are  proportionally  similar,  each  making  up  approximately  80  percent  of 
total  time.  However,  if  defined  as  face-to-face  time,  hospital  encounter  time  accounts  for 
a  substantially  smaller  proportion  of  total  time.  Thus,  a  given  amount  of  face-to-face  time 
predicts  more  total  time  (and  more  total  work)  than  the  same  amount  of  floor  time 
(Figure  3-6). 


Figure  3-6.  Relationship  Between  Two  Definitions  of  Encounter  Time 
and  Total  Work  for  Hospital  Visits 
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Source:  Regression  based  on  data  from  the  Visit  Survey 
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These  results  suggest  that  office  and  hospital  visits  do  not  differ  substantially  in  terms  of 
effort.  When  encounter  time  is  defined  so  that  it  is  proportionally  similar  in  the  two  sites, 
total  work  per  unit  of  encounter  time  is  also  similar. 

New  and  Existing  Problem.  Visits  with  established  patients  in  which  new  problems  are 
addressed  involve  more  total  work  per  unit  of  encounter  time  than  visits  with  established 
patients  in  which  existing  problems  are  addressed  (Figure  3-7).  This  variable  primarily 
affects  the  slope  of  the  curve.  Thus,  the  difference  in  work  is  8  units  for  15-minute 
encounters  and  14  units  for  30-minute  encounters.  Although  the  effect  of  new/existing 
problem  is  significant,  it  is  small  when  compared  with  the  effect  of  new  and  established 
patient. 


Figure  3-7.  Relationship  Between  Encounter  Time  and  Total  Work  for 
New  and  Existing  Problem  Office  Visits 
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Patient  Age.  The  relationship  between  encounter  time  and  total  work  is  very  similar  for 
visits  with  patients  of  different  ages  (Figure  3-8). 


Figure  3-8.  Relationship  Between  Encounter  Time  and  Total  Work  for 
Office  Visits  with  Patients  of  Different  Ages 
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Cognitive/Physical  Impairment.  The  presence  or  absence  of  cognitive/physical 
impairment  has  very  little  effect  (and  no  consistent  effect)  on  the  relationship  between 
encounter  time  and  total  work  (Figure  3-9).30 
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Figure  3-9.  Relationship  Between  Encounter  Time  and  Total  Work  for 
Patients  With  and  Without  Cognitive/Physical  Impairment 
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While  cognitive/physical  impairment  does  not  appear  to  affect  the  effort  involved  in  visits,  it  does,  in  some 
cases,  affect  the  duration  of  visits.  New  office  visits  with  impaired  patients  are,  on  average,  twice  as  long  as  new 
office  visits  with  unimpaired  patients.  Cognitive/physical  impairment  has  no  influence,  however,  on  the  mean 
duration  of  other  types  of  visits. 
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The  Effect  of  Specialty  on  the  Relationship  Between  Encounter  Time  and  Total  Work 

For  most  types  of  visits  (and  for  the  vast  majority  of  visits  provided),  specialty-specific 
relationships  between  encounter  time  and  total  work  are  very  similar  to  each  other  and 
to  the  relationship  based  on  data  from  all  three  specialties  (Table  3-26).  The  differences 
between  internists,  rheumatologists,  and  urologists  are  small  and  insignificant  for 
established  patient  office  visits,  initial  hospital  visits,  subsequent  hospital  visits,  and  follow- 
up  consultations. 

There  are  significant  cross-specialty  differences,  however,  for  new  patient  office  visits  and 
initial  consultations.  Predicted  total  work  is  higher  for  rheumatologists  than  internists  at 
all  encounter  times,  and  higher  for  urologists  than  internists  at  shorter  encounter  times. 
When  compared  with  the  all-specialty  relationship  for  new  patient  office  visits,  predicted 
work  is,  on  average,  17  percent  lower  for  internists,  16  percent  higher  for  rheumatologists, 
and  9  percent  higher  for  urologists.  When  compared  with  the  all-specialty  relationship  for 
initial  consultations,  predicted  work  is  20  percent  lower  for  internists,  5  percent  higher  for 
rheumatologists,  and  7  percent  lower  for  urologists. 


INPUT  BY  PHYSICIAN-EMPLOYED  ANCILLARY  PERSONNEL 


The  Visit  Survey  obtained  information  about  the  types  of  personnel  physicians  employ  to 
provide  EM  services  during  visits,  the  specific  EM  services  these  personnel  provide,  and 
the  time  they  spend  providing  them.31  The  data  suggest  that  physician-employed  ancillary 
personnel  (PEAP)  perform  similar  EM  services  and  account  for  a  similar  proportion  of 
all-provider  time32  in  practices  in  different  specialties.  They  play  a  much  greater  role, 
however,  in  office  visits  than  in  hospital  visits.  When  they  participate  in  office  visits, 
PEAP  do  not  appear  to  substitute  for  physicians  on  a  minute-for-minute  basis. 


31  The  Visit  Survey  did  not  obtain  information  about  visits  provided  solely  by  nonphysician  practitioners. 

32  All-provider  time  is  the  time  that  physicians  and  their  employees  spend  providing  EM  services  related  to 
a  visit. 
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Table  3-26.  Cross-Specialty  Differences  in  Predicted  Total  Work* 


Predicted  Total  Work  for  Visits  With  Encounter  Times  Oftfc 


5  Min 


15  Min 


30  Min 


4$  Min 


ESTABLISHED  PATIENT  OFFICE  VISIT 


All  Specialties 
IM 

RHEUM 
UROL 


53 
56 
53 
51 


84 
86 
83 
84 


112 
113 
109 
115 


SUBSEQUENT  HOSPITAL  VISIT 

All  Specialties 
IM 

RHEUM 
UROL 


46 
57 
42 
35 


78 
84 
79 
69 


108 
107 
116 
105 


FOLLOW-UP  CONSULTATION 

All  Specialties  52  90  127 

IM  59  89  116 

RHEUM  51  90  129 

UROL  52  92  131 


NEW  PATIENT  OFFICE  VISIT 


All  Specialties  -  103  152  191 

IM  -  82  128  166 

RHEUM  -  125  176  214 

UROL  -  117  164  200 


INITIAL  HOSPITAL  VISIT 

All  Specialties  -                 100  152  195 

IM  -                 101  153  195 

RHEUM  -                 121  166  199 

UROL  92  144  186 


123  171  208 

84  139  187 

122  179  224 

125  156  177 


Source:       Commission  Visit  Survey. 

Notes:        "Values  are  presented  on  the  Visit  Survey  Inter-Specialty  scale  of  work. 

'Total  work  values  are  presented  for  encounter  times  that  are  common  for  each  type  of  visit:  5,  15, 
and  30  minutes  for  established,  subsequent,  and  follow-up  visits:  15,  30,  and  45  minutes  for  new  and 
initial  visits. 


INITIAL  CONSULTATION 

All  Specialties 
IM 

RHEUM 
UROL 
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Types  of  Personnel  Physicians  Employ  to  Provide  EM  Services 

Physicians  in  the  three  specialties  (internal  medicine,  rheumatology,  and  urology)  employ 
similar  types  of  personnel  to  provide  EM  services  during  visits  (Table  3-27).  Registered 
nurses,  licensed  practical  nurses,  and  medical  assistants  provide  these  services  most 
commonly.  But  each  performs  EM  services  in,  at  most,  only  30  percent  of  office  visits. 


Table  3-27.  Types  of  Physician-Employed  Ancillary  Personnel  (PEAP)  Providing  Office 
Visit  EM  Services 


Percent  of  Office  Visits  in  which 
Indicated  PEAP  Provides  EM  Service(s) 

IM                     RHEUM  UROL 

Licensed  Practical  Nurse 

14 

15 

11 

Medical  Assistant 

26 

30 

19 

Nurse's  Aide 

7 

4 

1 

Nurse  Practitioner 

1 

<1 

<1 

Physician  Assistant 

2 

2 

3 

Receptionist 

7 

9 

7 

Registered  Nurse 

26 

23 

18 

Secretary 

3 

4 

4 

Source:      Commission  Visit  Survey. 


EM  Services  Performed  by  Physician-Employed  Ancillary  Personnel 

Physicians  in  different  specialties  use  their  employees  to  perform  similar  EM  services 
(Table  3-28).  Nonphysicians  frequently  provide  some  portion  of  the  office  visit  history  and 
physical  examination  (this  includes  recording  vital  signs  and  eliciting  the  chief  complaint). 
But,  somewhat  surprisingly,  they  rarely  provide  patient  or  family  counseling  or  education. 
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Table  3-28.     EM  Services  Provided  by  Physician-Employed  Ancillary  Personnel  (PEAP) 
in  Different  Specialties 


Percent  of  Office  Visits  in  which 
Indicated  EM  Service  is  Performed  by  PEAP: 

IM  RHEUM  UROL 


History  and  Physical  Examination 

60 

68 

41 

Counseling/Education 

2 

4 

2 

Review  of  Records 

18 

19 

21 

Charting/Dictation 

19 

13 

11 

Contact  with  Other  Providers 

13 

5 

8 

Phone  Contact  with  Patient/Family 

11 

10 

4 

Scheduling 

30 

26 

26 

Source:    Commission  Visit  Survey. 


Relationship  Between  PEAP-Time  and  All-Provider  Time 

Physician-employed  ancillary  personnel  account  for  a  similar  proportion  of  all-provider 
time  in  practices  in  different  specialties  (Table  3-29).  The  proportion  is  not  the  same  for 
all  types  of  visits,  however.  Input  by  PEAP  is  10  times  greater  for  office  visits  than  for 
hospital  visits. 

Although  the  proportion  of  all-provider  time  accounted  for  by  PEAP  varies  substantially 
by  site,  it  does  not  vary  by  other  visit  characteristics:  the  type  of  patient  (new  or 
established,  age,  presence  or  absence  of  cognitive/physical  impairment),  the  type  of 
problem  (new  or  existing),  or  referral  status.  (The  difference  between  consultations  and 
nonconsultative  visits  in  Table  3-29  is  artifactual,  reflecting  the  fact  that  consultations  occur 
in  both  inpatient  and  outpatient  settings). 
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Table  3-29. 


Variation  in  Input  by  Physician-Employed  Ancillary  Personnel  (PEAP) 


Proportion  of  Total  All-Provider  Time 
Accounted  for  by  PEAP 

IM                     RHEUM  UROL 

New  Patient  Office  Visit 
Established  Patient  Office  Visit 
Initial  Hospital  Visit 
Subsequent  Hospital  Visit 
Initial  Consultation 
Follow-Up  Consultation 


Source:      Commission  Visit  Survey. 


Effect  of  PEAP  Input  on  Physician  Time 

When  PEAP  provide  EM  services  during  visits,  they  do  not  substitute  for  physicians  on 
a  rninute-for-minute  basis  (Table  3-30).  Looking  at  office  visits  provided  by  physicians  in 
all  specialties,  PEAP  input  does  not  appear  to  decrease  mean  physician  time  at  all.  PEAP 
input  is  associated  with  slightly  lower  physician  times  in  internal  medicine  and 
rheumatology  visits,  but  at  the  expense  of  substantially  higher  all-provider  times.  PEAP 
input  is  associated  with  higher  physician  times  and  all-provider  times  in  urology  visits. 
These  results  suggest  that  PEAP  provide  EM  services  that  supplement  rather  than 
substitute  for  those  of  physicians,  or  that  PEAP  are  less  efficient  when  they  provide  the 
same  EM  services  as  physicians. 


.20  .16  .19 

.23  .22  .20 

.03  .03  .05 

.02  .02  .01 

.11  .13  .16 

.10  .17  .14 
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Table  3-30.      Effect  of  Physician-Employed  Ancillary  Personnel  (PEAP)  Input  on 
Physician  Time 


Mean 

Time 

(Minutes) 

ALL 

SPECIALTIES 

1 

M 

RHEUM 

UROL 

OFFICE  VISITS  WITH  PEAP 


MD  Encounter  Time 

16 

18 

17 

12 

PEAP  Encounter  Time 

5 

6 

5 

5 

MD  Total  Time 

21 

24 

21 

18 

PEAP  Total  Time 

8 

9 

7 

9 

OFFICE  VISITS  WITHOUT  PEAP 

MD  Encounter  Time  16  21  18  11 

MD  Total  Time  21  26  22  16 


Source:  Commission  Visit  Survey. 


USE  OF  CURRENT  CPT  VISIT  CODES 

In  the  Visit  Survey,  physicians  recorded  the  CPT  visit  or  consultation  code  they  used  to 
bill  for  each  visit.  Current  CPT  codes  specify  the  type  of  visit  that  is  provided  (for 
example,  established  patient  office  visit)  as  well  as  the  level  of  service  (for  example, 
minimal,  brief,  limited,  intermediate,  extended,  comprehensive).  Since  physicians  also 
recorded  times  and  estimates  of  work  for  each  visit,  the  data  could  be  used  to  study  the 
range  of  time  and  work  that  is  encompassed  by  CPT  levels  of  service  for  each  type  of  visit. 

The  results  show  that  physicians  use  each  level  of  service  to  bill  for  EM  services  that  vary 
substantially  in  terms  of  time  and  work.  This  makes  it  difficult  to  distinguish  adjacent 
levels  of  service  on  these  bases.  Figure  3-10  shows  the  distribution  of  encounter  times  for 
established  patient  office  visits  billed  under  different  levels  of  service.  Figures  3-11 
through  3-13  show  the  same  information  for  new  patient  office  visits,  initial  hospital  visits, 
and  subsequent  hospital  visits,  respectively.  The  conclusions  are  the  same  if  one  compares 
distributions  of  total  work  rather  than  encounter  time. 
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Figure  3-1 0.  Use  of  Current  CPT  Levels  of  Service  for  Established 
Patient  Office  Visits 
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Figure  3-1 1 .  Use  of  Current  CPT  Levels  of  Service  for 
New  Patient  Office  Visits 
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Source:  Commission  Visit  Survey 


Figure  3-12.  Use  of  Current  CPT  Levels  of  Service  for 
Initial  Hospital  Visits 
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Figure  3-1 3.  Use  of  Current  CPT  Levels  of  Service  for 
Subsequent  Hospital  Visits 
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CHAPTER  4 


CODING  FOR  EVALUATION  AND 
MANAGEMENT  SERVICES 


Implementation  of  the  Medicare  Fee  Schedule  will  require  changes  in  the  codes  physicians 
use  to  report  their  evaluation  and  management  (EM)  services.  Currently,  physicians  bill 
Medicare  for  EM  services  using  Current  Procedural  Terminology  (CPT)  visit  codes. 
However,  as  the  Commission  and  others  have  shown,  these  codes  are  not  interpreted  or 
used  uniformly  (PPRC  1989).  Physicians  in  different  parts  of  the  country  and  in  different 
specialties  use  the  same  CPT  code  to  bill  for  visits  that  vary  substantially  in  terms  of  work. 
This  variation  can  be  accommodated  under  the  customary,  prevailing,  and  reasonable 
method  for  determining  payment,  since  payment  is  based  on  charge  screens  that  vary  by 
locality  and  specialty.  But  under  the  Medicare  Fee  Schedule,  a  single  relative  value  will 
be  assigned  to  each  code  nationally,  and  this  value  will  apply  to  physicians  in  all  specialties. 
Consequently,  unless  visit  codes  are  revised  so  that  they  represent  similar  resource  costs 
to  all  who  use  them,  it  will  be  difficult  to  assign  accurate  relative  values  or  to  ensure 
equitable  payment  for  EM  services  under  the  fee  schedule. 

During  the  past  year,  the  Commission  developed  a  model  visit  coding  system  that  meets 
the  needs  of  a  resource-based  fee  schedule.  This  system  uses: 

•  twelve  classes  of  codes  to  distinguish  visits  that  differ  in  terms  of  effort  or  practice 
costs; 

•  a  uniform  set  of  five  levels  of  service  (reflecting  the  complexity  of  medical 
decisionmaking,  the  extent  of  EM  services  provided,  and  typical  physician 
encounter  time)  to  differentiate  visits  in  all  classes;  and 

•  a  special  modifier  to  code  for  visits  with  patients  who  have  communication 
barriers,  disabling  cognitive  or  physical  impairment,  or  an  unusual  need  for 
counseling  or  coordination  of  care. 

The  Commission's  coding  system  closely  follows  recommendations  of  a  consensus  panel 
that  was  convened  by  the  Commission  and  the  American  Medical  Association  (AMA). 
Data  from  the  Visit  Survey  and  Phase  I  of  the  National  Study  of  Resource-Based  Relative 
Value  Scales  (Hsiao  study)  played  an  important  role  in  the  panel's  deliberations.  After 
the  consensus  process  was  completed,  the  Commission  refined  the  panel's  proposals  to 
address  concerns  raised  by  specialty  societies,  the  CPT  Editorial  Panel,  and  the  Health 


Care  Financing  Administration  (HCFA).  This  chapter  describes  the  Commission's  visit 
coding  system,  discussing  the  roles  that  empirical  data  and  clinical  judgment  played  in  its 
development. 

APPROACH  TO  EM  CODING  REFORM 

Analyses  of  data  from  Phase  I  of  the  Hsiao  study  (Hsiao  and  others  1988;  PPRC  1989) 
and  the  Commission's  Visit  Survey  suggest  that  visit  codes  would  be  used  more  uniformly 
if  time  as  well  as  content  were  incorporated  in  the  definitions.  This  is  because  physicians 
in  different  parts  of  the  country  and  in  different  specialties  estimate  work  similarly  for  a 
given  type  of  visit  that  lasts  the  same  amount  of  time.1  For  example,  both  studies  found 
that  physicians  estimate  work  similarly  for  established  patient  office  visits  that  last  30 
minutes. 

Not  all  types  of  visits  that  last  a  given  amount  of  time,  however,  involve  the  same  resource 
costs.  Some  types  of  visits  involve  more  effort  (work  per  unit  of  time)  than  others.  Some 
types  of  visits  make  proportionally  greater  use  of  physician-employed  ancillary  personnel. 
And  some  types  of  visits  make  greater  use  of  specialized  equipment. 

A  coding  system  based  on  classes  of  visits  and  time-incorporating  levels  of  service  could 
account  for  the  variables  that  influence  resource  costs.  Separate  classes  of  codes  could  be 
used  to  distinguish  the  types  of  visits  that  differ  in  terms  of  effort  or  practice  costs.  For 
example,  if  visits  with  new  patients  involve  more  work  per  unit  of  time  than  those  with 
established  patients,  the  coding  system  could  have  separate  classes  of  codes  for  new  patient 
visits  and  established  patient  visits. 

Visits  within  each  class  could  be  differentiated  by  levels  of  service  defined  on  the  basis  of 
content  and  "typical  time."  For  example,  a  Level  3  new  patient  visit  would  involve  more 
complex  evaluation  and  management  services  and  typically  last  longer  than  a  Level  1  new 
patient  visit.  With  time-incorporating  levels  of  service,  physicians  would  not  be  paid  by 
the  minute.  Rather,  they  would  be  paid  for  the  content  of  a  level  of  service,  which  takes 
physicians,  on  average,  a  certain  amount  of  time  to  provide. 

While  the  structure  of  this  type  of  coding  system  would  be  similar  to  the  system  currently 
used  by  CPT,  there  would  also  be  important  differences.  CPT  is  based  on  classes  of  visits 
(such  as  new  patient  office  visit,  subsequent  nursing  home  visit,  and  initial  consultation) 
and  levels  of  service  (minimal,  brief,  limited,  intermediate,  extensive,  and  comprehensive). 


1  This  finding  applies  to  both  office  and  hospital  visits. 
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However,  CPT  was  not  designed  for  a  resource-based  fee  schedule.  The  classes  of  visits 
do  not  necessarily  reflect  differences  in  effort  or  practice  costs.  The  levels  of  service, 
which  are  defined  solely  on  the  basis  of  content,  do  not  incorporate  time  or  describe  visits 
that  typically  take  a  certain  amount  of  time. 

A  coding  system  based  on  time-incorporating  levels  of  service  and  classes  of  visits  that 
differ  in  terms  of  effort  or  practice  costs  would  permit  assigning  fees  that  accurately 
account  for  the  resource  costs  of  visits.2  A  total  work  value  would  be  assigned  to  each 
code  using  the  typical  time  in  the  level  of  service  and  the  relationship  between  total  work 
and  time  for  the  class  of  the  visit.  For  visits  within  each  class,  payment  would  be  higher 
for  higher  levels  of  service  (visits  that  typically  take  more  time  and  involve  more  complex 
EM  services).  For  example,  payment  would  be  higher  for  a  Level  4  than  a  Level  3 
established  patient  office  visit.  Payment  per  level  of  service  would  vary  across  classes, 
reflecting  differences  in  effort  and  practice  costs.  For  example,  payment  for  a  Level  3 
service  could  be  different  for  established  patient  office  visits,  initial  hospital  visits,  and 
initial  consultations. 

In  a  fee  schedule  without  specialty  differentials,  this  type  of  coding  system  would  help 
ensure  equitable  EM  payment  to  different  types  of  physicians.  Physicians  in  different 
specialties  do  not  provide  the  same  mix  of  visits.  For  example,  physicians  in  some 
specialties  provide  primarily  short  established  patient  office  visits.  Physicians  in  other 
specialties  provide  longer  visits  or  a  greater  proportion  of  consultations  or  hospital  visits. 
If  the  classes  and  levels  of  service  in  the  coding  system  recognize  the  full  spectrum  of 
visits,  physicians  in  each  specialty  would  be  able  to  choose  codes  that  accurately  reflect  the 
EM  services  they  provide. 

This  type  of  coding  system  could  also  provide  payers  with  a  more  accurate  and  less 
intrusive  means  for  screening  EM  claims.  The  duration  of  different  types  of  visits  is 
recorded  routinely  in  physician  surveys,  such  as  the  National  Ambulatory  Medical  Care 
Survey.  If  the  content  descriptors  in  the  levels  of  service  correlate  well  with  the  typical 
times,  times  recorded  in  surveys  could  be  used  to  predict  the  mix  of  visit  codes  each 
specialty  would  be  expected  to  use  for  billing.  Insurers  could  then  screen  each  physician's 
EM  claims  by  comparing  them  with  the  profile  for  his  or  her  specialty. 


2  This  is  because  time  is  a  good  predictor  of  the  work  involved  in  providing  visits  within  each  class  (Hsiao  and 
others  1988;  Hsiao  and  others  1990;  PPRC  1989). 
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PROCESS  USED  TO  DEVELOP  THE  COMMISSION'S  VISIT  CODING  SYSTEM 


During  the  past  year,  the  Commission  has  developed  a  model  coding  system  for  visits  that 
meets  the  needs  of  the  Medicare  Fee  Schedule.  This  coding  system  closely  follows 
recommendations  of  a  consensus  panel  convened  by  the  Commission  and  the  AMA.3 
Some  modifications  were  made  after  the  consensus  process  was  completed  to  address 
concerns  raised  by  specialty  societies,  the  CPT  Editorial  Panel,  and  HCFA.  This  section 
describes  the  process  the  Commission  used  to  develop  its  visit  coding  system.  The 
components  of  the  coding  system  are  discussed  in  the  following  section. 

Consensus  Process 

In  January  1990,  the  Commission  and  the  AMA  jointly  convened  a  consensus  panel  to 
develop  recommendations  for  revising  CPT  visit  codes.  The  panel's  charge  was  limited  to 
the  generic  visit  codes  that  are  used  by  physicians  in  most  specialties.  Revising  codes  for 
specialized  visits,  such  as  psychiatric,  ophthalmologic,  emergency,  critical  care,  and 
preventive  care  visits,  was  not  part  of  the  panel's  mandate. 

Members  of  the  Panel.  Recognizing  that  visit  code  reform  would  have  an  impact  on  many 
different  groups,  the  Commission  and  the  AMA  sought  representation  of  all  involved 
parties.  Nominations  for  panel  members  were  solicited  from  a  broad  range  of  national 
organizations.  Of  the  46  panelists  selected,  there  were  29  physicians  representing  the 
medical  and  surgical  specialties  that  provide  visits,  eight  representatives  of  Medicare 
carriers  and  private  insurers,  five  representatives  of  the  CPT  Editorial  Panel,  one 
representative  each  of  nurses  and  physician  assistants,  and  one  representative  each  of 
elderly  and  nonelderly  consumers. 

Issues.  The  panel  was  charged  with  addressing  five  issues: 

•  What  classes  of  visits  should  be  recognized  in  the  visit  coding  system? 

•  How  many  levels  of  service  should  be  used  to  describe  the  classes  of  visits? 

•  How  should  "typical  time"  and  content  be  integrated  in  the  definitions  for  levels 
of  service? 


3  The  panel's  recommendations  are  discussed  in  detail  in  the  Report  of  the  PPRC/AMA  Consensus  Process 
on  Coding  for  Evaluation  and  Management  Services. 
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What  measure  of  time  (for  example,  face-to-face  encounter  time,  scheduled  time, 
total  time)  should  be  used  in  the  definitions  for  levels  of  service? 


•  Should  the  measure  of  time  in  the  codes  apply  only  to  the  physician's  input  or 
should  it  also  apply  to  the  evaluation  and  management  services  provided  by  the 
physician's  employees? 

Goals.  In  examining  options  for  resolving  each  of  these  issues,  the  panel  worked  to  find 
solutions  that  would  meet  the  diverse  needs  of  the  parties  that  use  visit  codes.  These 
needs  were  expressed  as  a  set  of  goals  that  the  visit  coding  system  should  meet. 


•    Visit  codes  should  be  clear  and  interpreted  uniformly  by  all  providers,  payers,  and 
beneficiaries. 


•    Visit  codes  should  be  clinically  meaningful  and  should  describe  clearly 
differentiated  services. 


•    The  visit  coding  system  should  be  simple  and  efficient  for  physicians  to  use  and 
payers  to  administer. 


•    The  visit  coding  system  should  facilitate  the  assignment  of  accurate  and  equitable 
resource-based  relative  values  to  visits  without  the  use  of  specialty  differentials. 


•    The  visit  coding  system  should  encourage  the  efficient  delivery  of  appropriate  EM 
services. 


•    The  visit  coding  system  should  facilitate  the  appropriate  use  of  codes  and  should 
allow  payers  to  detect  when  codes  are  being  used  inappropriately. 


•    The  visit  coding  system  should  facilitate  the  generation  of  accurate  data  about  EM 
services  provided. 


Process.  A  number  of  decisionmaking  techniques  were  used  in  the  six-month  process.  All 
members  of  the  panel  participated  in  an  hour-long  telephone  interview,  three  lengthy  mail 
questionnaires  (which  included  review  of  data  from  various  sources),  and  a  final  meeting. 
Ten  panelists,  representing  the  perspectives  and  demographics  of  the  full  panel,  also 
participated  in  two  subpanel  meetings.  This  full  panel/subpanel  structure  helped  to 
maximize  overall  representation  without  sacrificing  the  effectiveness  of  a  small  working 
group. 

Data.  The  data  in  the  consensus  process  came  from  four  sources:  panelists'  responses  to 
mail  questionnaires,  Phase  I  of  the  Hsiao  study,  the  Commission's  Visit  Survey,  and 
recommendations  of  the  AMA  Ad  Hoc  Committee  on  Visits  and  Levels  of  Service. 
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Mail  Questionnaires.  In  three  mail  questionnaires,  panelists  used  their  judgment  and 
expertise  to  evaluate  how  well  various  options  would  meet  the  goals  of  the  coding 
system  and  to  make  suggestions  for  refinement.  After  the  questionnaires  were 
returned,  panelists  were  provided  with  data  packets  that  included  analyses  of  their 
responses  as  well  as  data  from  other  sources  bearing  on  the  issues  before  the  panel. 

Hsiao  Study.  Analysis  of  data  from  Phase  I  of  the  Hsiao  study  was  based  on  the 
responses  of  1,013  physicians  in  13  specialties  who  estimated  the  work  and  pre-,  intra-, 
and  postservice  time  involved  in  66  visit  vignettes.  This  analysis  is  described  in  detail 
in  Chapter  3  and  Appendix  B  of  the  Commission's  Annual  Report  to  Congress,  1989 
(PPRC  1989). 

Commission  Visit  Survey.  The  Commission's  Visit  Survey  was  designed  to  provide  the 
panel  with  data  bearing  on  the  issues  in  its  charge.  In  this  survey,  which  was  conducted 
in  1989,  339  physicians  in  three  specialties  (internal  medicine,  rheumatology,  and 
urology)  recorded  times,  estimates  of  work,  and  patient  characteristics  for  19,000  visits 
provided  in  the  office  and  hospital.  Using  clipboards  with  attached  digital  watches,  the 
physicians  and  their  staffs  separately  recorded  start  and  stop  times  for  specific  EM 
services  performed  on  the  day  of  the  encounter.  They  also  estimated  the  time  involved 
in  providing  specific  EM  services  related  to  the  visit  but  performed  before  or  after  the 
day  of  the  encounter.  Physicians  estimated  total  physician  work  for  each  visit  (by 
comparing  it  to  the  work  of  a  standard  vignette)  and  the  proportion  of  total  physician 
work  performed  on  the  day  of  the  encounter.  Finally,  each  visit  was  characterized  by 
the  patient's  age,  whether  the  patient  was  new  or  established,  the  presence  or  absence 
of  disabling  cognitive  or  physical  impairment,  the  site  of  service,  whether  the  patient 
had  been  referred  by  another  physician,  and  whether  a  new  or  existing  problem  was 
addressed.  The  research  design,  implementation,  and  results  of  the  Visit  Survey  are 
described  in  detail  in  Chapters  2  and  3  of  this  report. 

AMA  Ad  Hoc  Committee  on  Visits  and  Levels  of  Service.  The  recommendations  of  the 
Ad  Hoc  Committee  were  based  on  hearings  and  meetings  held  in  1988  and  1989. 
These  recommendations  focused  on  new  and  established  patient  designations,  place  of 
service,  and  descriptors  for  levels  of  service. 

Refinement  of  the  Consensus  Panel's  Recommendations 

When  the  consensus  process  was  completed  in  June  1990,  the  Commission  solicited 
comments  about  the  panel's  recommendations  from  organizations  representing  medical 
and  surgical  specialties,  consumers,  payers,  and  nonphysician  practitioners.  A  total  of  23 
interest  groups  responded.  In  October  1990,  the  Commission  refined  the  panel's 
recommendations,  addressing  concerns  raised  by  these  groups  as  well  as  by  the  CPT 
Editorial  Panel  and  HCFA  (as  expressed  in  its  Model  Fee  Schedule  for  Physicians'  Services 
(HCFA  1990).  The  Commission  further  refined  the  content  descriptors  (incorporating 
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language  from  CPT)  following  recommendations  of  an  advisory  panel  of  physicians  that 
was  convened  in  January  1991. 

DESCRIPTION  OF  THE  COMMISSION'S  VISIT  CODING  SYSTEM 

The  Commission's  visit  coding  system  and  the  rationale  behind  it  are  described  in  detail 
below.  The  discussion  focuses  first  on  classes  of  visits,  which  account  for  variables  that 
influence  effort  or  practice  costs.  It  then  focuses  on  levels  of  service,  which  distinguish 
visits  within  classes  that  typically  take  more  or  less  time.  The  final  part  of  the  discussion 
addresses  special  patient  characteristics/needs.  In  most  of  its  decisions,  the  Commission 
followed  the  consensus  panel's  recommendations  closely.  Where  modifications  were  made, 
the  reasoning  supporting  the  change  is  noted. 

Classes  of  Visits 

The  Commission's  visit  coding  system  recognizes  12  classes  of  visits:  new  and  established 
patient  office  visits,  initial  and  subsequent  hospital  visits,  initial  and  follow-up  consultations, 
initial  and  subsequent  nursing  facility  visits,  initial  and  subsequent  rest  home  visits,  and  new 
and  established  patient  home  visits.4 

In  the  Commission's  coding  system,  classes  of  visits  are  used  to  account  for  variables  that 
influence  effort  and  practice  costs.  Under  such  a  system,  payment  for  a  given  level  of 
service  would  vary  across  classes,  with  higher  fees  being  assigned  to  those  types  of  visits 
that  involve  more  effort  or  higher  practice  costs. 

The  consensus  panel  considered  the  following  seven  variables  that  could  be  used  to  classify 
visits: 

•  new  and  established  patient 

•  initial  and  subsequent  care 

•  new  and  existing  problem 

•  consultations  and  nonconsultative  visits 


4  Additional  classes  of  codes  will  also  probably  be  required  for  specialized  visits  such  as  emergency 
department,  critical  care,  ophthalmology,  psychiatry,  and  preventive  medicine  visits.  These  types  of  visits  are  not 
encompassed  by  the  Commission's  coding  system  and  will  be  addressed  at  a  later  time. 
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•        site  of  service 


•  patient  age 

•  presence  or  absence  of  cognitive/physical  impairment. 

In  making  its  decisions,  the  Commission  reviewed  all  available  data  to  determine  which 
variables  have  a  substantial  influence  on  effort  or  practice  costs.  Such  variables  were 
incorporated  in  the  coding  system  if  they  were  also  clear,  clinically  meaningful,  verifiable, 
likely  to  be  used  appropriately  and  would  not  result  in  an  unwieldy  number  of  visit  codes. 

New  and  Established  Patient/Initial  and  Subsequent  Care.  The  Commission  followed  the 
consensus  panel's  recommendation  to  classify  ambulatory  visits  on  the  basis  of  new  and 
established  patient  and  to  classify  inpatient  visits  on  the  basis  of  initial  and  subsequent 
care.  The  Commission  also  adopted  the  panel's  definitions  of  these  terms. 

The  panel's  recommendation  was  based  on  analyses  of  data  from  Phase  I  of  the  Hsiao 
study  and  the  Commission's  Visit  Survey,  which  show  that  visits  with  new  patients  involve 
substantially  more  effort  than  visits  with  established  patients  (see  Figure  3-2  in  Chapter 
3).  In  addition,  the  Visit  Survey  shows  that  initial  hospital  visits  involve  substantially  more 
effort  than  subsequent  hospital  visits  (see  Figure  3-3).  The  difference  in  effort  between 
initial  and  subsequent  visits  appears  to  be  similar  in  magnitude  to  the  difference  between 
new  and  established  patient  visits. 

The  members  of  the  panel  thought  these  survey  findings  were  clinically  meaningful.  They 
noted  that  in  new  patient  visits  physicians  not  only  create  a  new  administrative  record,  but 
also  establish  a  new  medical  relationship,  elicit  a  past  medical  history,  and  evaluate  one 
or  more  new  problems.  In  initial  hospital  visits,  physicians  review  old  hospital  records, 
dictate  the  admission  note,  write  admission  orders,  and  communicate  the  treatment  plan 
with  nursing  staff  and  house  staff.  Since  physicians  in  different  specialties  provide  different 
proportions  of  new  and  established  patient  visits  and  different  proportions  of  initial  and 
subsequent  hospital  visits,  a  payment  system  without  specialty  differentials  requires 
separate  classes  of  codes  for  these  types  of  visits  to  ensure  equitable  payment. 

The  panel  thought  that  codes  for  these  visits  could  be  verified  by  insurers  and  would  be 
likely  to  be  used  appropriately  by  physicians.  Nonetheless,  it  spent  considerable  time 
developing  definitions  that  would  be  clear  and  equitable  and  that  would  minimize  any 
potential  for  inappropriate  use: 

NEW  PATIENT  (ambulatory  settings)  ~  A  visit  with  a  patient  who  is  new  to  the 
physician's  practice  or  who  has  not  been  seen  within  the  past  three  years.  The  transfer 
of  care  from  one  physician  to  another  constitutes  a  new  patient  visit. 
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ESTABLISHED  PATIENT  (ambulatory  settings)  --  A  visit  with  a  patient  who  has  been 
seen  by  the  physician's  practice  within  the  past  three  years.  Concurrent  care  constitutes 
an  established  patient  visit. 

INITIAL  CARE  (inpatient  settings)  ~  The  initial  visit  by  the  admitting  physician  in 
which  the  medical  record  is  established  for  an  admission.  The  transfer  of  care  from 
one  physician  to  another  constitutes  initial  care. 

SUBSEQUENT  CARE  (inpatient  settings)  ~  Follow-up  visits  in  an  institution  during  an 
inpatient  stay.  Concurrent  care  constitutes  subsequent  care. 

The  panel  focused  its  definitions  on  the  physician's  practice  in  ambulatory  settings  and  on 
the  admitting  physician  in  inpatient  settings  so  that  physicians  who  cover  for  others  would 
not  be  allowed  to  bill  for  these  visits  using  new  patient  or  initial  care  codes.  But  the  panel 
recognized  that  this  approach  could  be  inequitable  under  certain  circumstances.  For 
example,  sometimes  a  patient  chooses  another  internist  within  a  large  multispecialty  group 
practice  or  selects  another  surgeon  during  the  course  of  a  hospitalization.  To  prevent 
inequitable  payment,  the  panel  specified  that  the  transfer  of  care  from  one  physician  to 
another  constitutes  a  new  patient  or  initial  care  visit.  Under  this  definition,  the  new 
internist  or  surgeon  would  be  allowed  to  bill  for  a  new  patient  or  initial  care  visit. 

The  panel  incorporated  a  timeframe  in  the  definitions  of  new  and  established  patient- 
patients  who  have  not  been  seen  within  the  past  three  years  are  treated  as  new  patients. 
It  did  this  for  two  reasons:  (1)  to  account  for  the  additional  effort  involved  in  caring  for 
patients  who  return  after  long  intervals,  and  (2)  as  part  of  a  trade-off  for  not  having  a 
separate  class  for  established  patient  visits  in  which  new  problems  are  addressed  (see 
below).  Panelists  noted  that  physicians  often  expend  as  much  effort  caring  for  established 
patients  who  return  after  long  intervals  as  they  do  for  new  patients.  As  examples,  they 
described  patients  who  have  had  complex  medical  histories  since  they  were  last  seen,  or 
whose  records  have  been  stored  and  are  therefore  unavailable  at  the  time  of  the  visit. 
Panelists  suggested  that  incorporating  a  timeframe  in  the  definitions  would  be  a  clear  and 
verifiable  way  to  provide  more  equitable  payment  to  physicians  who  care  for  these 
patients.  They  acknowledged  that  any  timeframe  is  arbitrary,  but  chose  three  years 
because  it  was  clinically  meaningful  to  the  specialty  representatives  on  the  panel  and 
acceptable  to  the  insurer  representatives.5 

New  and  Existing  Problem.  The  Commission  followed  the  panel's  recommendation  not 
to  have  separate  classes  for  visits  in  which  new  and  existing  problems  are  addressed.  It 
concluded  that  classifying  visits  on  this  basis  would  result  in  only  a  small  improvement  in 


Timeframes  shorter  than  three  years  were  not  acceptable  to  payers. 
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the  accuracy  and  equity  of  payment  and  that  this  benefit  would  not  justify  creating 
additional  codes  that  would  be  difficult  to  verify  and  could  be  easily  misused. 

The  decision  not  to  create  separate  classes  to  distinguish  visits  in  which  new  and  existing 
problems  are  addressed  was  a  particularly  difficult  one  for  the  panel  to  resolve.  The  Visit 
Survey  shows  a  small  but  significant  difference  in  effort  for  visits  with  established  patients 
in  which  new  and  existing  problems  are  addressed  (see  Figure  3-7),  which  the  panel 
considered  clinically  meaningful.  Since  most  visits  are  with  established  patients  and  since 
physicians  in  different  specialties  vary  in  the  proportion  of  new  and  existing  problems  they 
address,  many  panelists  thought  it  would  be  important  to  account  for  this  variable  in  the 
coding  system. 

The  panel  could  not,  however,  come  up  with  definitions  of  new  and  existing  problem  that 
would  be  clear,  verifiable,  and  likely  to  be  used  appropriately.  The  panel  was  concerned 
that  if  these  goals  could  not  be  met,  payers  either  would  not  recognize  new  and  existing 
problem  visits  for  differential  payment  or  would  institute  medical  record  reviews  that 
would  delay  payment. 

After  lengthy  discussion,  the  panel  decided  not  to  incorporate  new  and  existing  problem 
in  the  coding  system.  But  consensus  was  contingent  on  meeting  three  requirements.  First, 
the  panel  thought  that  payment  for  established  patient  visits  should  be  based  on  the 
relationship  between  work  and  time  for  all  established  patient  visits  (visits  in  which  new 
or  existing  problems  are  addressed).  That  is,  payment  should  not  be  based  on  the 
work/time  relationship  for  only  established  patient/existing  problem  visits.  Second,  the 
panel  emphasized  the  need  for  levels  of  service  that  adequately  describe  lengthy,  complex 
visits.  In  this  way,  physicians  who  evaluate  patients  with  difficult  new  problems  could  bill 
for  these  visits  using  appropriately  high  levels  of  service.  Finally,  the  panel  recommended 
incorporating  a  three-year  timeframe  in  the  definition  of  new  patient  visits.  This  would 
permit  higher  payment  per  level  of  service  for  patients  who  are  seen  after  a  lengthy 
interval,  many  of  whom  present  with  new  problems. 

Initial  Consultation.  The  Commission  followed  the  consensus  panel's  recommendation 
to  have  a  separate  class  of  visit  for  initial  consultations.  It  also  adopted  the  panel's 
definition  (with  a  minor  modification). 

The  panel's  recommendation  was  based  on  analysis  of  data  from  the  Visit  Survey  showing 
that  initial  consultations  entail  substantially  more  effort  than  new  patient  or  initial 
nonconsultative  visits  (see  Figure  3-4).  The  results  of  the  Visit  Survey  are  consistent  with 
Phase  I  of  the  Hsiao  study.  But  the  conclusions  that  can  be  drawn  from  the  Hsiao  study 
are  limited  since  physicians  in  Phase  I  were  only  surveyed  about  work  and  pre-,  intra-,  and 
postservice  time  for  hospital  consultations. 
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The  panel  thought  initial  consultations  involve  more  effort  than  initial  or  new  patient 
nonconsultative  visits  because  they  function  as  a  proxy  for  severity  of  illness  and  clinical 
expertise.  Patients  seen  in  consultation  tend  to  have  complex  problems  that  cannot  be 
managed  by  their  primary  care  physician.  Thus,  consultants  make  greater  use  of  their 
special  training  during  consultations  and  expend  additional  effort  reviewing  other 
physicians'  findings  and  communicating  with  referring  physicians.  Since  the  frequency  with 
which  different  types  of  physicians  provide  initial  consultations  varies  considerably,  the 
panel  thought  a  payment  system  without  specialty  differentials  requires  initial  consultation 
codes  to  ensure  equitable  payment. 

The  panel  thought  initial  consultation  codes  would  be  verifiable.  But  some  panelists  were 
concerned  that  differential  payment  for  consultations  might  encourage  inappropriate, 
unnecessary,  and  fragmented  care.  In  response,  other  panelists  pointed  out  that  classifying 
initial  consultations  separately  would  make  it  possible  to  track  these  services  and  to  study 
the  effectiveness  and  appropriateness  of  consultative  care. 

The  Commission  adopted  the  panel's  definition  of  initial  consultation,  but  added  wording 
requiring  that  the  consultant  document  the  need  for  the  consultation  in  the  patient's  chart. 

INITIAL  CONSULTATION  (all  settings)  --  A  visit  in  which  a  physician,  at  the  request 
of  another  health  care  provider,  renders  an  initial  opinion  regarding  a  specific  problem. 

If  a  consultant  initiates  diagnostic  or  therapeutic  services,  the  service  qualifies  as  a 
consultation.  But  the  consultation  code  encompasses  only  the  evaluation  and 
management  services  that  are  provided. 

The  consultant  must  document  the  need  for  the  consultation,  his  or  her  opinion,  and 
any  services  that  have  been  ordered  or  performed.  In  addition,  the  consultant  must 
document  that  this  information  has  been  communicated  to  the  health  care  provider  who 
requested  the  consultation. 

The  transfer  of  care  from  one  physician  to  another  does  not  constitute  a  consultation. 
This  service  should  be  coded  as  a  new  patient  visit  or  an  initial  visit. 

The  panel  focused  its  definition  on  the  consultant's  initial  evaluation  of  a  specific 
problem(s).  A  consultant  would  thus  be  allowed  to  bill  a  patient  for  more  than  one  initial 
consultation  if  he  or  she  was  asked  to  evaluate  the  patient  for  unrelated  problems  on 
separate  occasions.  For  example,  if  a  patient  is  referred  to  a  urologist  for  evaluation  of 
prostatic  hypertrophy  and,  some  time  later,  is  referred  for  evaluation  of  kidney  stones,  the 
urologist  would  be  allowed  to  bill  for  two  separate  consultations. 

Consultations  must  be  requested  by  another  health  care  provider.  Self-referrals 
("consultations"  requested  by  the  patient  or  the  patient's  family)  would  be  billed  as  new 


84 


patient  visits  or  initial  visits.  The  panel  chose  this  approach  because  no  data  are  currently 
available  documenting  the  relationship  between  work  and  time  for  self-referrals.  While 
some  visits  with  self-referred  patients  may  entail  the  same  amount  of  effort  as 
consultations,  the  panel  concluded  that,  on  average,  self-referrals  are  likely  to  involve  less 
effort.  Panelists  pointed  out  that  patients  tend  to  be  referred  by  other  health  care 
providers  when  special  expertise  is  required  to  diagnose  or  manage  a  problem.  But 
patients  refer  themselves  to  specialists  when  they  are  uncertain  about  a  diagnosis,  even 
though  their  primary  physician  may  not  be.  The  insurer  representatives  on  the  panel 
pointed  out  that  consultation  codes  encompassing  self-referrals  could  easily  be  misused. 
Any  new  patient  visit  could  be  billed  as  a  consultation  since  it  would  not  be  possible  to 
audit  such  codes  effectively. 

The  definition  is  not  dependent  on  whether  the  consultant  only  renders  an  opinion  or 
performs  diagnostic  or  therapeutic  services  as  well.  Moreover,  diagnostic  and  therapeutic 
services  performed  by  the  consultant  need  not  be  at  the  specific  request  of  the  health  care 
provider  who  asked  for  the  consultation.6  The  panel  noted,  however,  that  the  code  for 
the  consultation  encompasses  only  evaluation  and  management  services.  It  does  not 
include  technical  diagnostic  or  therapeutic  services,  which  are  described  by  separate  CPT 
codes.  If  these  services  are  performed  at  the  time  of  the  consultation,  they  should  be 
billed  under  separate  CPT  codes. 

The  definition  requires  the  consultant  to  document  his  or  her  opinion  and  services  and  to 
communicate  this  information  to  the  requesting  health  care  provider.  This  communication 
could  be  in  the  form  of  a  letter.  In  response  to  concerns  raised  by  specialty  societies,  the 
Commission  added  wording  requiring  that  the  consultant  document  the  need  for  the 
consultation  in  the  chart. 

Follow- Up  Consultation.  The  Commission  departed  from  the  panel's  recommendation  by 
establishing  a  separate  class  of  visit  for  follow-up  consultations.  It  adopted  a  narrow 
definition,  however,  encompassing  only  follow-up  visits  required  to  complete  the  evaluation 
of  the  patient's  problem. 

The  panel  did  not  recommend  establishing  a  separate  class  of  codes  for  follow-up 
consultations  because  it  was  not  convinced  that  these  visits  entail  more  effort  than 
nonconsultative  follow-up  visits.  The  Commission  noted,  however,  that  the  Visit  Survey 
shows  a  substantial  difference  in  effort  between  follow-up  consultations  and  either 
established  patient  office  visits  or  subsequent  hospital  visits  (see  Figure  3-5).  In  addition, 
specialty  societies  pointed  out  that  follow-up  consultation  codes  would  help  consultants  bill 


6  The  panel  noted  that  the  purpose  of  a  consultation  is  to  get  expert  advice.  Thus,  the  requesting  health  care 
provider  cannot  always  anticipate  the  services  the  consultant  should  provide. 
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accurately  when  more  than  one  visit  is  required  to  evaluate  a  patient's  problem  and  would 
help  payers  audit  claims  when  more  than  one  physician  is  following  a  patient  (making  it 
more  likely  for  physicians  to  receive  payment  for  concurrent  care). 

As  a  compromise  between  the  two  positions,  the  Commission  decided  to  recognize  follow- 
up  consultations  in  the  coding  system  but  to  limit  them  to  visits  that  are  required  to 
complete  the  consultant's  evaluation: 

FOLLOW-UP  CONSULTATION  (all  settings)  --  Follow-up  visits  by  the  consultant  that 
are  required  to  complete  the  evaluation  of  the  patient's  problem.  Other  follow-up  visits 
by  the  consultant  for  the  same  problem  should  be  coded  as  established  patient  visits  or 
subsequent  visits. 

Site  of  Service.  The  Commission  agreed  with  the  panel  that  payment  per  level  of  service 
should  be  allowed  to  vary  on  the  basis  of  site.  But  it  decided  to  incorporate  site  of  service 
directly  in  the  coding  system  (using  the  five  site  groups  currently  used  by  CPT)  rather  than 
relying  on  the  place  of  service  indicator  on  the  claim  form. 

There  appears  to  be  general  agreement  that  payment  per  level  of  service  should  be 
allowed  to  vary  on  the  basis  of  site.  Analyses  of  data  from  the  Visit  Survey  and  Phase  I 
of  the  Hsiao  study  show  that  site  of  service  can  substantially  affect  the  relationship 
between  work  and  time  for  visits.7  More  important,  site  of  service  has  a  substantial 
influence  on  practice  costs.  In  the  Visit  Survey,  physicians  made  tenfold  greater  use  of 
their  employees  to  provide  EM  services  in  the  office  than  in  the  hospital  (see  Table  3-29). 
These  differences  are  important  to  acknowledge  because  physicians  in  different  specialties 
provide  different  proportions  of  visits  in  different  sites. 

Two  approaches  could  be  used  to  vary  payment  on  the  basis  of  site:  (1)  the  coding  system 
could  use  separate  classes  of  codes  for  different  site  groups  or  (2)  site  of  service  could  be 
identified  by  the  place  of  service  indicator  on  the  claim  form.  The  panel's  decision  to  use 
the  latter  approach  was  based  on  arguments  supporting  the  recommendations  of  the  AMA 
Ad  Hoc  Committee  on  Visits  and  Levels  of  Service.  It  reasoned  that  since  physicians  are 
now  required  to  record  site  of  service  on  Medicare  claim  forms,  this  approach  would  be 
simpler,  less  expensive,  more  accurate  (physicians  could  identify  the  exact  site  rather  than 
the  site  group)  and  more  flexible  (new  sites  could  be  recognized  immediately  rather  than 
waiting  for  changes  in  CPT).  Moreover,  it  would  result  in  fewer  visit  codes. 


7  This  effect  depends  on  the  way  encounter  time  is  defined  for  inpatient  visits,  suggesting  that  inpatient  and 
outpatient  visits  differ  not  in  terms  of  effort  but  rather  in  the  proportion  of  total  time  the  physician  spends 
performing  face-to-face  services  (see  Figure  3-6). 
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The  Commission  chose  the  alternative  approach,  using  separate  classes  of  codes  for 
different  site  groups,  for  several  reasons.  First,  it  would  simplify  assigning  relative  values 
to  visits  in  different  sites  under  the  Medicare  Fee  Schedule.  Second,  some  payers  might 
not  include  site  of  service  on  their  claim  forms  and  others  might  not  recognize  payment 
differentials  if  site  was  not  incorporated  in  the  coding  system.8  Third,  payment  per  level 
of  service  would  likely  be  the  same  with  the  two  approaches  since  data  related  to  effort 
and  practice  costs  are  not  available  for  visits  in  all  sites  and  are  likely  to  be  comparable 
in  similar  sites.  Finally,  classes  of  codes  for  different  site  groups  would  be  verifiable, 
would  be  likely  to  be  used  appropriately  by  physicians,  and  would  help  generate  important 
data  about  visits.  The  CPT  Editorial  Panel  also  expressed  its  preference  for  this  approach 
after  the  completion  of  the  consensus  process. 

Patient  Age.  The  Commission  followed  the  panel's  recommendation  not  to  establish 
separate  classes  for  visits  with  patients  in  different  age  groups.  Patient  age  is  clear, 
verifiable,  and  would  be  likely  to  be  used  appropriately  by  physicians.  But  it  does  not 
appear  to  influence  the  effort  (see  Figure  3-8)  or  practice  costs  (use  of  physician-employed 
ancillary  personnel)  involved  in  visits. 

Cognitive  Impairment  and  Physical  Disability.  The  Commission  followed  the  panel's 
recommendation  not  to  create  a  separate  class  of  visit  for  patients  with  cognitive  or 
physical  impairment.  Data  from  the  Visit  Survey  show  that  cognitive/physical  impairment 
does  not  affect  the  effort  involved  in  visits  (see  Figure  3-9)  or  the  use  of  nonphysician 
practitioners.  It  does,  however,  affect  the  duration  of  some  types  of  visits.  Therefore,  the 
Commission  supported  using  a  special  modifier  to  increase  payment  for  visits  with 
impaired  patients  (see  below). 

Levels  of  Service 

In  the  Commission 's  model  coding  system,  visits  in  each  class  are  differentiated  by  five 
levels  of  service  (Table  4-1).  The  same  five  levels  of  service  apply  to  all  classes  of  visits. 

The  levels  of  service  are  defined  on  the  basis  of  content  and  time: 

•  The  content  descriptors  reflect  the  complexity  of  medical  decisionmaking 
and  the  extent  of  EM  services  provided  during  visits. 

•  The  time  is  "typical  physician  encounter  time. "  In  outpatient  settings,  this 
reflects  the  time  it  takes  physicians,  on  average,  to  perform  the  face-to-face 


8  The  Omnibus  Budget  Reconciliation  Act  of  1989,  which  established  the  Medicare  Fee  Schedule,  does  not 
specify  that  fees  should  vary  on  the  basis  of  site. 
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portion  of  the  content  of  each  level  of  service.  In  inpatient  settings,  it 
reflects  the  time  it  takes  physicians,  on  average,  to  perform  the  portion  of 
the  content  of  each  level  of  service  that  takes  place  at  the  bedside  and  on 
the  patient's  unit  or  floor. 

The  Commission's  coding  system  uses  five  levels  of  service  to  differentiate  visits  within 
each  class.  The  definitions  of  these  levels,  which  incorporate  content  descriptors  and 
typical  physician  encounter  time,  are  the  core  of  the  coding  system.  They  are  a  key 
element  in  assigning  accurate  resource-based  relative  values  to  visits  and  providing 
physicians  with  the  information  they  need  to  use  visit  codes  uniformly. 

Under  this  system,  a  total  work  value  would  be  assigned  to  each  visit  code  using  the  typical 
encounter  time  in  the  level  of  service  and  the  relationship  between  encounter  time  and 
total  work  for  the  class  of  the  visit.  The  work/time  relationship  varies  for  the  different 
classes  of  visits.  Consequently,  payment  per  level  of  service  would  also  vary,  reflecting 
differences  in  effort. 

Since  the  classes  of  visits  account  for  differences  in  effort,  the  content  descriptors  in  the 
levels  of  service  need  only  account  for  why  visits  within  classes  differ  in  terms  of  time. 

The  Commission  sought  to  define  levels  of  service  so  that  they  would: 

•  be  clinically  meaningful  and  easy  for  physicians  to  use; 

•  provide  physicians  and  payers  with  clear  guidelines  for  distinguishing  one  level  of 
service  from  adjacent  levels  that  typically  take  more  or  less  time; 

•  use  content  descriptors  that  are  congruent  with  each  level's  typical  time; 

•  not  put  undue  emphasis  on  time; 

•  facilitate  verification  of  claims  and  discourage  gaming; 

•  apply,  if  possible,  to  all  specialists  who  provide  visits,  to  all  classes  of  visits,  and 
to  visits  in  all  sites  (with  the  exception  of  visits  for  which  specialized  codes  are 
used). 
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Many  decisions  were  involved  in  developing  definitions  for  the  levels  of  service.  These 
included:  (1)  whether  one  or  multiple  sets  of  levels  should  be  used  for  the  different  classes 
of  visits;  (2)  the  number  of  levels  that  should  be  used;  (3)  how  content  descriptors  should 
be  defined;  and  (4)  how  typical  time  should  be  expressed  (the  measure  of  time,  whether 
it  should  apply  only  to  the  physician's  input  or  also  to  input  by  the  physician's  employees, 
and  whether  it  should  be  expressed  as  mean  time  or  as  ranges  of  time).  The  discussion 
below  summarizes  the  reasoning  that  led  to  the  Commission's  decisions  in  each  of  these 
areas. 

Applicability  of  Levels  of  Service  to  Different  Classes  of  Visits.  The  Commission 
followed  the  consensus  panel's  recommendation  to  use  the  same  levels  of  service  for  all 
classes  of  generic  visits.9 

In  the  interest  of  simplicity,  the  panel  sought  to  develop  one  set  of  levels  of  service  that 
would  be  applicable  to  all  classes  of  visits.  Panelists  addressed  this  issue  explicitly  in 
meetings  and  Delphi  questionnaires,  in  which  they  assessed  the  applicability  of  the  levels 
of  service  to  the  visits  they  provide  and  modified  the  wording  to  make  the  definitions 
clinically  meaningful  for  all  classes  of  visits.  After  making  refinements  in  response  to 
comments  from  specialty  societies  and  convening  an  advisory  panel  of  physicians,  the 
Commission  concluded  that  the  panel's  goal  had  been  achieved.  No  specialty  that  uses 
generic  visit  codes  noted  problems  applying  the  refined  levels  to  different  classes  of  visits, 
and  none  of  the  physicians  on  the  advisory  panel  could  identify  classes  of  visits  in  which 
the  refined  levels  of  service  would  not  apply. 

Having  one  set  of  levels  of  service  does  not  mean  they  would  be  used  in  the  same 
proportions  when  applied  to  different  classes  of  visits  or  when  used  by  physicians  in 
different  specialties.  For  example,  Level  1  would  probably  be  used  frequently  for 
established  patient  office  visits  but  rarely,  if  ever,  for  initial  consultations.  Level  4  initial 
consultations  would  probably  be  billed  more  frequently  by  infectious  disease  specialists 
than  by  urologists. 

The  uniform  set  of  levels  of  service  is  not  intended  to  stand  alone.  Specialty-specific 
examples  will  be  developed  to  help  physicians  apply  the  levels  of  service  in  their  practices. 
Consumer  organizations  and  HCFA  could  translate  the  levels  of  service  into  lay  language 
to  foster  patient  understanding.  HCFA  and  private  insurers  could  develop  documentation 
criteria  to  provide  payers  with  guidance  in  verifying  claims.  It  should  be  pointed  out, 
however,  that  with  a  time-incorporating  coding  system,  payers  need  not  rely  only  on 
content  descriptors  to  review  claims.   Physicians  record  encounter  times  for  different 


9  The  Commission's  levels  of  service  are  not  meant  to  apply  to  specialized  visits,  such  as  emergency 
department,  critical  care,  ophthalmology,  psychiatry,  and  preventive  medicine  visits. 
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classes  of  visits  routinely  in  surveys  such  as  the  National  Ambulatory  Medical  Care  Survey. 
If  the  typical  time  and  the  content  descriptors  in  the  levels  of  service  are  congruent,  the 
times  in  the  survey  could  be  used  to  predict  the  mix  of  codes  each  specialty  would  be 
expected  to  use  for  billing.  Insurers  could  then  screen  each  physician's  EM  claims  by 
comparing  them  to  the  profile  for  his  or  her  specialty. 

Numbers  of  Levels  of  Service.  The  Commission  followed  the  panel's  recommendation  to 
use  five  levels  of  service  for  all  classes  of  visits.  The  panel  thought  this  number  reflects 
the  spectrum  of  visits  physicians  in  different  specialties  provide.  Individual  physicians  may 
use  only  a  few  levels  of  service.  But  in  a  payment  system  without  specialty  differentials, 

the  men  A  levels  musl  be  broad  enough  s  :ha1  each  physician  can  choose  code;:-:,  that 

accurately  describe  his  or  her  visit  services.  Panelists  were  concerned  that  patients  with 
complex  medical  problems  might  have  difficulty  obtaining  access  to  care  if  the  coding 
system  does  not  meet  this  requirement. 

Some  panelists  wanted  more  than  five  levels  of  service.  The  panel  rejected  this  option, 
however,  because  it  was  unable  to  develop  six  definitions  that  could  be  clearly 
differentiated  by  physicians  and  audited  effectively  by  payers. 

Content  Descriptors.  The  Commission's  content  descriptors  (Table  4-1)  closely  follow 
those  developed  by  the  consensus  panel.  Some  refinements  were  made  to  respond  to 
concerns  raised  by  specialty  societies  and  to  incorporate  suggestions  of  the  advisory  panel 
of  physicians. 

The  purpose  of  the  content  descriptors  is  to  reflect  the  content  of  visits  that  typically  take 
different  amounts  of  time.10  The  panel  developed  descriptors  based  on  the  complexity 
of  medical  decisionmaking  (the  extent  of  the  differential  diagnosis  and  the  number  of 
treatment  options)  and  the  extent  of  EM  services  provided  (the  history  and  physical 
examination).11  It  chose  to  incorporate  these  criteria  in  the  descriptors  because  they  are 
common  to  all  types  of  visits  and  are  likely  to  be  closely  correlated  with  the  duration  of 
visits.  The  descriptors  for  Levels  3  and  4  have  separate  modules  for  single  and  multiple 
problems.  The  panel  thought  this  was  necessary  because  visits  in  which  one  complex 
problem  or  multiple  simpler  problems  are  addressed  frequently  take  the  same  amount  of 
t  ime, 


The  descriptors  do  not  need  to  reflect  differences  in  effort  between  different  types  of  visits,  since  this  is 
accounted  for  by  the  classes  of  visits. 


The  panel  initially  considered  assigning  typical  times  to  current  CPT  content  descriptors.  However,  data 
from  the  Visit  Survey  indicate  that  these  descriptors  do  not  correlate  well  with  time  (see  Figures  3-10  through 
3-13).  Thus,  the  panel  developed  new  content  descriptors. 
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To  avoid  sending  mixed  messages  and  confusing  physicians,  the  consensus  and  advisory 
panels  chose  to  exclude  criteria  that  do  not  correlate  well  with  the  duration  of  visits.  For 
example,  they  did  not  incorporate  severity  of  illness  in  the  descriptors.  Some  problems, 
such  as  meningitis,  are  very  severe  but  easy  to  evaluate  and  manage.  Others,  such  as 
chronic  fatigue  and  depression,  are  not  severe  but  take  up  a  lot  of  the  physician's  time. 

The  panels  also  tried  to  avoid  incorporating  criteria  that  could  encourage  "gaming."  For 
example,  if  criteria  such  as  medications  or  diagnostic  testing  were  incorporated  in  the 
definitions,  physicians  would  be  able  to  jump  from  one  level  to  another  by  ordering  a  test 
or  prescribing  a  medication.  This  could  not  only  encourage  unnecessary  testing  or 
prescribing  but  could  also  result  in  double  payment  (if  the  physician  billed  for  a  higher 
level  of  service  as  well  as  for  the  professional  component  of  a  test  or  for  administering  a 
parenteral  drug).12 

In  response  to  comments  from  specialty  societies,  the  Commission  refined  the  wording  in 
the  Level  5  descriptor  to  make  it  applicable  to  complex  problems  involving  single  or 
multiple  organ  systems.  The  advisory  panel  further  refined  the  descriptors  to  make  them 
more  concise,  to  make  the  distinction  between  adjacent  levels  more  precise,  and  to 
incorporate  some  of  the  language  in  the  proposed  CRT  system. 

Encounter  Time.  The  Commission  followed  the  panel's  recommendation  to  express  time 
as  encounter  time  in  the  levels  of  service.  However,  the  Commission  changed  the 
definition  of  encounter  time  from  "face-to-face  time"  to  "floor  time"  for  inpatient  visits  and 
consultations. 

The  consensus  panel  evaluated  five  measures  of  time  that  could  be  used  in  the  definitions 
for  levels  of  service: 

ENCOUNTER  TIME  The  time  the  provider  spends  performing  EM  services  face-to-face 

with  the  patient,  the  family,  or  both. 

DAY  TIME  The  time  the  provider  spends  performing  face-to-face  and  non- 

face-to-face  EM  services  on  the  day  of  the  visit. 

TOTAL  TIME  The  time  the  provider  spends  performing  face-to-face  and  non- 

face-to-face  EM  services  related  to  the  visit  before,  on,  and  after 
the  day  of  the  visit. 


12  Although  the  advisory  panel  added  diagnostic  testing,  counseling,  and  coordination  of  care  to  the 
definitions,  the  level  of  service  does  not  depend  on  the  extent  of  these  services.  Thus,  physicians  cannot  jump 
a  level  by  performing  these  services  unless  the  complexity  of  the  problem  warrants  this. 
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SCHEDULED  TIME  The  amount  of  time  scheduled  for  the  visit. 


OFFICE  TIME  The  time  the  patient  is  in  the  office  (excluding  waiting  room 

time). 

The  panel  quickly  rejected  scheduled  time  and  office  time.  It  concluded  that  both 
correlate  poorly  with  the  EM  services  provided  to  individual  patients  and  have 
considerable  potential  for  inappropriate  use.  Moreover,  they  are  not  applicable  to  visits 
in  all  sites  and  could  encourage  physicians  to  adopt  practice  styles  that  are  either 
inefficient  or  detrimental  to  quality  of  care  or  patient  satisfaction. 

Of  the  three  remaining  options,  the  panel  decided  to  use  encounter  time  because  it 
appeared  to  meet  the  goals  of  the  visit  coding  system  better  than  day  time  or  total  time. 
Encounter  time  is  a  clear  concept  that  providers,  payers,  and  beneficiaries  are  likely  to 
interpret  uniformly.  It  is  also  the  measure  of  time  most  likely  to  be  estimated  accurately 
by  physicians.  Physicians  would  have  much  more  difficulty  estimating  total  time  because 
they  would  have  to  predict  the  time  involved  in  performing  past  and  future  EM  services. 
In  addition,  encounter  time  would  be  least  likely  to  be  used  inappropriately  by  physicians 
and  could  be  audited  most  effectively  by  insurers. 

The  panel  carefully  considered  whether  a  coding  system  that  used  encounter  time  would 
be  likely  to  result  in  accurate  and  equitable  payment.  Under  the  Medicare  Fee  Schedule, 
payment  for  visits  will  be  based  on  total  work  (the  work  before,  during,  and  after  the  actual 
patient/family  encounter),  regardless  of  the  measure  of  time  used  in  the  levels  of  service. 
The  measure  of  time  will  function  as  an  indicator  (or  predictor)  of  total  work.  Consulting 
data  from  the  Visit  Survey,  the  panel  noted  that  encounter  time  appears  to  be  as  good  as 
total  time  in  predicting  total  work  (see  Table  3-21). 13  This  is  probably  because,  for  a 
given  type  of  visit,  physicians  in  different  specialties  appear  to  spend  a  similar  proportion 
of  time  in  the  patient/family  encounter. 

The  Commission  modified  the  panel's  recommendation  by  changing  the  definition  of 
encounter  time  from  face-to-face  time  to  "floor  time"  (the  time  the  physician  spends 
performing  EM  services  at  the  bedside  and  on  the  patient's  unit  or  floor)  for  inpatient 
visits  and  consultations.  It  did  this  to  make  the  times  and  content  descriptors  in  the  levels 
of  service  congruent  for  visits  in  all  sites.  Data  from  the  Visit  Survey  show  that  face-to- 
face  time  makes  up  a  greater  proportion  of  total  time  for  office  visits  than  for  hospital 
visits  (see  Tables  3-18  and  3-19).  Thus,  the  face-to-face  time  associated  with  the  content 
of  a  Level  3  visit,  for  example,  would  have  to  be  different  for  office  and  hospital  visits. 


13  Encounter  time  appears  to  predict  total  work  as  well  for  hospital  visits  as  for  office  visits,  and  as  well  for 
consultations  as  for  nonconsultative  visits. 
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Office  face-to-face  time  and  hospital  floor  time  are  proportionally  similar,  however.  Each 
makes  up  approximately  80  percent  of  total  time.  If  encounter  time  is  defined  as  face-to- 
face  time  in  the  office  and  as  floor  time  in  the  hospital,  time  and  content  should  be 
congruent  for  outpatient  and  inpatient  visits. 

Using  floor  time  in  inpatient  settings  should  also  make  the  levels  of  service  more 
applicable  to  physicians  in  different  specialties.  Physicians  in  different  specialties  spend 
similar  proportions  of  total  time  on  the  patient's  floor  during  inpatient  visits.  But  they 
differ  in  the  way  they  allocate  their  time  on  the  floor.  Some  spend  proportionally  more 
time  at  the  patient's  bedside,  whereas  others  spend  proportionally  more  time  at  the 
nursing  station  (reviewing  records,  writing  orders,  communicating  with  nursing  and  house 
staff,  and  charting).  If  face-to-face  time  were  used  for  inpatient  visits  and  consultations, 
some  specialties  might  have  problems  using  the  codes  (because  the  time  and  content  in 
the  levels  of  service  would  not  be  congruent)  and  some  specialties  might  not  receive 
equitable  payment. 

Physician  Time.  The  Commission  followed  the  consensus  panel's  recommendation  to  use 
physician  time  rather  than  all-provider  time  in  the  levels  of  service. 

The  consensus  panel  considered  whether  the  measure  of  time  in  the  levels  of  service 
should  apply  to: 

PHYSICIAN  TIME         The  time  the  physician  spends  performing  EM  services;  or 

ALL-PROVIDER  TIME  The  time  the  physician  and  his  or  her  employees  spend 

performing  EM  services. 

The  panel  decided  to  use  physician  time  because  this  option  met  the  goals  of  the  visit 
coding  system  better  than  all-provider  time.  Physician  time  is  a  clear  concept  that  is  likely 
to  be  interpreted  uniformly  by  physicians,  payers,  and  patients.  Moreover,  there  was 
strong  consensus  that  physicians  can  estimate  the  time  they  spend  performing  EM  services 
more  accurately  than  they  can  estimate  their  employees'  time.  For  example,  physicians 
often  do  not  know  how  much  time  their  employees  spend  providing  EM  services  for 
individual  visits  and  may  have  difficulty  distinguishing  between  administrative  and  clinical 
functions  performed  by  their  employees.  The  panel's  insurer  representatives  favored 
basing  codes  on  physician  time  because  they  thought  such  codes  would  be  likelier  to  be 
used  appropriately  by  physicians  and  could  be  audited  more  effectively  by  payers.14 


14  Surveys  of  physicians  routinely  collect  data  about  physician  encounter  time  but  not  about  all-provider 
encounter  time. 
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Payment  under  the  Medicare  Fee  Schedule  will  account  for  the  costs  of  nonphysician 
employees  who  perform  EM  services  in  a  typical  practice,  regardless  of  whether  physician 
time  or  all-provider  time  is  used  in  the  coding  system.  With  a  physician-time  coding 
system,  nonphysician  costs  would  be  assigned  as  practice  costs.  After  reviewing  data  from 
the  Visit  Survey,  the  panel  concluded  that  this  approach  would  be  likely  to  result  in 
accurate  and  equitable  payment.  Nonphysicians  appear  to  perform  similar  EM  services 
in  practices  in  different  specialties  (see  Table  3-28).  Moreover,  for  each  type  of  visit,  the 
proportion  of  all-provider  time  accounted  for  by  nonphysicians  appears  to  be  similar  across 
specialties  (see  Table  3-29).  While  this  proportion  is  not  the  same  for  all  types  of  visits, 
the  Commission's  coding  system  would  account  for  these  differences.  For  example,  the 
Visit  Survey  demonstrates  that  the  ratio  of  nonphysician  time  to  all-provider  time  is 
greater  for  office  visits  than  for  hospital  visits.  Since  the  codling  system  uses  separate 
classes  of  codes  for  office  and  hospital  visits,  practice  costs  could  be  assigned  that  reflect 
differences  in  the  use  of  nonphysician  practitioners  in  each  site. 

Although  the  panel  thought  a  physician-time  coding  system  would  be  equitable  to 
physicians  in  most  practices,  some  members  remained  concerned  that  the  system  could  be 
inequitable  to  physicians  who  make  greater-than-average  use  of  highly  trained 
nonphysician  personnel.  If  the  types  of  visits  that  involve  more  input  from  these  providers 
can  be  identified,  separate  classes  could  be  created  to  describe  these  visits  in  the  coding 
system.  But  the  panel  was  skeptical  that  such  codes  (for  example,  specialized 
counseling/education  codes  or  codes  for  functional  assessments)  would  be  recognized  by 
insurers  for  separate  payment. 

Levels  of  service  defined  on  the  basis  of  physician  time  would  probably  not  be  applicable 
to  visits  provided  solely  by  nonphysician  practitioners  (NPPs).  Data  from  the  Visit  Survey 
and  other  sources  suggest  that  physicians  and  NPPs  would  take  different  amounts  of  time 
to  perform  the  content  of  a  given  level  of  service.  Consequently,  in  a  physician-time 
coding  system,  time  and  content  might  not  be  congruent  for  visits  provided  by  NPPs.  If 
insurers  allow  NPPs  to  bill  under  the  new  coding  system,  they  should  consider  either 
removing  the  times  from  NPP  codes  or  changing  them  (to  reflect  the  time  it  takes  NPPs 
to  provide  the  content  of  each  level  of  service). 

Typical  Mean  Time.  The  Commission  followed  the  consensus  panel's  recommendation  to 
express  physician  encounter  time  as  typical  mean  time  (rather  than  as  ranges  of  time)  in 
the  levels  of  service. 

The  consensus  panel  examined  the  following  three  options  for  expressing  physician 
encounter  time  in  the  definitions  for  levels  of  service: 
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•  typical  mean  time 

•  nonoverlapping  ranges  of  time 

•  overlapping  ranges  of  time. 

The  panel  decided  to  use  typical  mean  time  because  it  did  not  want  time  to  be  the 
dominating  factor  in  defining  levels  of  service.  Under  the  new  coding  system,  physicians 
would  be  paid  for  the  content  of  a  level  of  service,  which  takes  physicians,  on  average,  a 
certain  amount  of  time  to  provide.15  The  panel  did  not  want  the  coding  system  to  give 
physicians  the  opportunity  to  upcode  if  they  take  a  few  minutes  longer  to  provide  the 
content  of  a  level  of  service.  Nor  did  it  want  to  give  insurers  an  opportunity  for 
downcoding. 

Reviewing  the  options  in  this  context,  the  panel  concluded  that  typical  mean  time  places 
the  proper  emphasis  on  time  in  the  definitions  for  levels  of  service.  It  clearly  represents 
an  average  time  (the  middle  of  an  implicit  range)  and  allows  for  variation  in  the  amount 
of  time  it  takes  to  provide  the  content  of  a  level  of  service.  But  by  not  specifying  the 
limits  of  the  range,  it  discourages  upcoding  or  downcoding  on  the  basis  of  time  and 
encourages  physicians  to  turn  to  the  content  descriptors  to  choose  the  right  code  for 
billing.16 

Specific  Times  Assigned  to  the  Five  Levels  of  Service.  The  members  of  the  consensus 
panel  used  their  clinical  expertise  and  judgment  to  assign  typical  physician  encounter  times 
to  the  five  levels  of  service.  The  panel  was  not  confident,  however,  that  these  times 
accurately  reflect  how  long  it  takes  physicians,  on  average,  to  perform  the  encounter 
portion  of  the  content  of  each  level  of  service.  The  congruence  of  time  and  content  for 
the  levels  of  service  could  be  validated  with  either  specialty  society  questionnaires  or 
through  a  national  multispecialty  physician  survey. 

Special  Patient  Characteristics/Needs 

Since  it  may  take  longer  to  provide  the  content  of  a  level  of  service  for  patients  with 
communication  barriers,  disabling  cognitive  or  physical  impairment,  or  an  unusual  need 
for  counseling  or  coordination  of  care,  the  Commission  recommends  that  physicians  be 


15  This  type  of  coding  system  would  reward  efficient  physicians  who  provide  the  content  of  a  level  of  service 
in  less  time. 

16  The  Commission  pointed  out  that  typical  mean  time  should  not  be  expressed  as  "less  than"  or  "more  than" 
for  Level  1  and  Level  5  visits,  as  was  suggested  in  HCFA's  Model  Fee  Schedule  for  Physicians'  Services  (HCFA 
1990).  Such  wording  might  make  physicians  feel  justified  in  upcoding  if  they  take  a  minute  longer  to  provide  the 
content  of  a  Level  1  or  Level  4  service. 
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allowed  to  code  for  these  visits  using  a  special  patient  characteristics/needs  modifier. 
Special  patient  characteristics /needs  should  be  documented  in  the  medical  record. 

The  Commission  agreed  with  the  consensus  panel  that  special  patient  characteristics/needs 
should  be  recognized  in  the  visit  coding  system.  It  modified  the  panel's  proposal,  however, 
by  recommending  that  a  special  modifier  be  used  rather  than  allowing  physicians  to  code 
for  these  visits  using  a  level  of  service  that  is  one  level  higher  than  the  content  provided. 

The  consensus  panel  accounted  for  special  patient  characteristics  and  needs  in  the  coding 
system  to  protect  access  to  care  for  these  types  of  patients  and  to  provide  more  equitable 
payment  to  the  physicians  who  care  for  them.  Reviewing  their  own  clinical  experience, 
panelists  in  different  specialties  commented  that  it  would  take  longer  to  provide  the 
content  of  a  level  of  service  to  patients  with  communication  barriers,  disabling  cognitive 
or  physical  impairment,  or  an  unusual  need  for  counseling  or  coordination  of  care.  This 
conclusion  was  supported  to  some  extent  by  data  from  the  Visit  Survey,  which  show  that 
some  types  of  visits  take  longer  when  the  patient  is  cognitively  or  physically  impaired. 

A  few  panelists  thought  that  recognizing  special  patient  characteristics/needs  in  the  coding 
system  would  be  discriminatory,  in  that  it  would  identify  certain  types  of  patients  and  make 
them  responsible  for  higher  copayments.  But  this  view  was  not  shared  by  the  vast  majority 
of  panelists.  They  pointed  out  that  a  coding  system  that  does  not  recognize  special  patient 
characteristics  and  needs  could  be  more  discriminatory  since  physicians  might  be  less  likely 
to  spend  the  additional  time  necessary  to  provide  these  patients  with  medical  care.  In  a 
payment  system  without  specialty  differentials,  payment  would  be  especially  inequitable  to 
physicians  in  specialties  that  care  for  a  high  proportion  of  special  needs  patients. 

The  panel  considered  two  approaches  for  accounting  for  special  patient 
characteristics/needs:  allowing  physicians  to  code  for  these  visits  using  a  level  of  service 
that  is  one  level  higher  than  the  content  provided  or  using  a  special  modifier.  The  panel 
chose  the  first  approach  because  it  would  prevent  discordance  between  the  time  and 
content  descriptors  in  the  levels  of  service.  In  addition,  the  panel  was  concerned  about 
three  potential  problems  with  a  modifier:  payers  might  not  recognize  the  modifier  for 
differential  payment;  physicians  might  receive  double  payment  if  they  upcode  on  the  basis 
of  time  and  also  use  the  modifier;  and  no  data  are  currently  available  to  calibrate  a 
modifier  accurately. 

The  Commission  chose  to  use  a  modifier  because  this  approach  was  supported  by  societies 
representing  specialties  that  see  a  high  proportion  of  special  needs  patients.  These 
societies  noted  that  the  modifier  would  provide  better  data  about  visits  provided  to 
patients  with  special  characteristics/needs  and  would  allow  more  precise  calibration  of 
differential  payment  (if  data  become  available  to  do  so). 
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The  Commission  adopted  the  consensus  panel's  definitions  of  special  patient 
characteristics/needs.  These  definitions  are  verifiable  and  do  not  rely  solely  on  formal 
evaluations.  In  the  interest  of  good  patient  care,  special  characteristics/needs  should  be 
documented  in  the  medical  record.  The  Commission  specified,  however,  that 
documentation  of  a  stable  impairment  should  not  be  required  at  every  visit. 

COMMUNICATION  BARRIERS  —  Impairment  of  hearing,  vision,  speech,  or  language 
sufficient  to  interfere  with  understanding  of  the  medical  interview  or  instructions  by 
the  physician's  staff.  Impairment  must  be  severe  enough  to  require  use  of  special 
communication  methods,  such  as  amplifiers,  communication  boards,  large  type 
instructions,  written  communication,  or  translators.  Use  of  special  communication 
methods  must  be  documented  in  the  medical  record. 

COGNITIVE  IMPAIRMENT  --  Moderate  to  severe  impairment  of  cognition  as 
measured  by  formal  mental  status  evaluation  using:  (1)  a  standardized  mental  status 
questionnaire,  such  as  the  Folstein  Mini-Mental  State  Exam  or  the  Pfeiffer  Short 
Portable  Mental  Status  Questionnaire,  or  (2)  a  clinical  interview  documenting  disorder 
of  memory,  comprehension,  calculation,  abstraction,  or  judgment. 

PHYSICAL  IMPAIRMENT  -  Chronic  impairment  requiring  the  assistance  of  another 
person  or  assistive  devices  to  complete  two  or  more  of  the  following  activities  of  daily 
living:  bathing,  dressing,  grooming,  eating,  transfers,  or  toileting.  Documentation  of 
impairment  must  be  made  during  the  medical  interview  or  by  use  of  standard 
questionnaires  such  as  the  Lawton  Physical  Self  Maintenance  Scale  or  the  Katz 
Activities  of  Daily  Living  Scale. 

Documentation  of  stable,  chronic  special  patient  characteristics  and  needs  is  not 
required  at  each  visit. 
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CHAPTER  5 


ASSIGNING  RELATIVE  WORK 
VALUES  TO  VISITS 


Under  the  revised  evaluation  and  management  (EM)  coding  system  (see  Chapter  4),  a 
total  work  value  will  be  assigned  to  each  visit  code  using  the  typical  encounter  time  in  the 
level  of  service  and  the  relationship  between  encounter  time  and  total  work  for  the  class 
of  the  visit.1  The  assignment  of  accurate  relative  total  work  values  to  EM  services 
requires  accurate  information  about  the  relationship  between  encounter  time  and  total 
work  for  each  of  the  classes  of  visits  included  in  the  coding  system.  If  this  condition  is 
met,  payment  will  properly  reflect: 

o         differences  in  work  across  levels  of  service  within  each  class  (visits  of  a  given 
type  that  typically  last  more  or  less  time), 

-         differences  in  the  work  of  each  level  of  service  when  applied  to  different  classes 
(visits  of  a  given  duration  that  involve  more  or  less  effort),  and 

o         differences  in  aggregate  work  between  EM  and  non-EM  services. 

The  pattern  of  relative  work  involved  in  providing  visits  of  different  durations  and  different 
types  appears  to  be  very  sensitive  to  the  methodology  used  to  estimate  the  relationship 
between  encounter  time2  and  total  work.  Relationships  based  on  data  from  the  National 
Study  of  Resource-Based  Relative  Value  Scales  (Hsiao  study)  are  very  different  if  they  are 
estimated  using  individual  physician  responses  rather  than  mean  responses  for  each  EM 
vignette.  Relationships  are  also  different  if  they  are  based  on  estimates  of  time  and  work 
for  vignettes  (as  in  the  Hsiao  study)  or  on  start/stop  times  and  estimates  of  work  for 
actual  visits  (as  in  the  Visit  Survey).  Data  from  both  the  Hsiao  study  and  the  Visit  Survey 
suggest  that  physicians  responding  to  EM  vignettes  may  have  overestimated  the  amount 
of  pre-  and  postservice  (pre/post)  work  involved  in  actual  practice. 


1  The  Health  Care  Financing  Administration  has  not  yet  made  a  final  decision  about  the  EM  coding  system 
that  will  be  used  under  the  Medicare  Fee  Schedule.  However,  since  all  options  under  consideration  incorporate 
encounter  time  in  the  definitions  of  levels  of  service,  relative  work  values  would  be  assigned  to  the  new  codes 
using  the  relationship  between  encounter  time  and  total  work  for  each  class  of  visit. 

2  In  the  Hsiao  study,  visit  encounter  time  is  referred  to  as  intraservice  time. 


The  relative  work  values  (RWVs)  for  EM  services  that  Hsiao  and  his  colleagues  submitted 
to  the  Health  Care  Financing  Administration  (HCFA)  at  the  completion  of  their  Phase 
II  study  are  based  on  a  regression  model  estimated  with  mean  physician  responses  for  EM 
vignettes.3  This  method  for  estimating  the  relationship  between  encounter  time  and  total 
work  probably  does  not  have  an  appreciable  net  effect  on  the  share  of  aggregate  work 
assigned  to  EM  services.  But  it  may  lead  to  serious  distortions  in  RWVs  across  levels  of 
service  and  classes  of  visits.  The  Phase  II  RWVs  appear  to  understate  the  value  of  shorter 
visits  and  overstate  the  value  of  longer  visits.  For  example,  a  five-minute  established 
patient  office  may  be  undervalued  by  as  much  as  50  percent,  and  a  60-minute  new  patient 
office  visit  may  be  overvalued  by  as  much  as  58  percent.  Moreover,  the  Phase  II  values 
do  not  reflect  differences  in  effort  (work  per  unit  of  time)  between  classes  of  visits.  For 
example,  although  a  45-minute  initial  consultation  may  entail  48  percent  more  work  than 
a  45-minute  follow-up  consultation,  Phase  II  values  for  these  visits  are  the  same.  Since 
physicians  in  different  specialties  do  not  provide  the  same  mix  of  visits  (for  example,  some 
provide  primarily  short,  established  patient  office  visits,  while  others  provide  a  greater 
proportion  of  consultations  or  longer  visits),  distortions  in  RWVs  could  result  in 
inequitable  payment. 

This  chapter  simulates  RWVs  for  visits  using  data  from  Phase  II  of  the  Hsiao  study  and 
the  Visit  Survey.  Values  from  the  Visit  Survey  have  been  adjusted  to  the  Hsiao  study 
scale  of  relative  work  so  that  RWVs  from  the  two  studies  can  be  compared.4  The  chapter 
begins  by  reviewing  the  analysis  of  the  relationship  between  encounter  time  and  total  work 
in  Phase  I  of  the  Hsiao  study.  It  discusses  the  limitations  of  that  analysis  and  describes 
how  Phase  II  and  the  Visit  Survey  were  designed  to  address  them.  The  chapter  continues 
with  an  analysis  of  data  from  Phase  II  of  the  Hsiao  study  and  the  Visit  Survey,  focusing 
on  why  the  pattern  of  work  for  EM  services  is  sensitive  to  analytic  methods  and  the  source 
of  data.  It  concludes  by  discussing  the  role  of  empirical  data  in  the  development  of  a 
payment  structure  for  visits  under  the  Medicare  Fee  Schedule.  The  analysis  of  the 
relationship  between  encounter  time  and  total  work  in  this  chapter  is  limited  to  the  generic 
visits  that  are  provided  by  physicians  in  most  specialties.  It  is  not  intended  to  apply  to 
specialized  visits,  such  as  psychiatric,  ophthalmologic,  emergency,  critical  care,  and 
preventive  care  visits. 


3  These  RWVs  are  presented  in  Table  9.16  in  the  Phase  II  Report  (Hsiao  and  others  1990).  As  an  interim 
measure  (pending  final  decisions  about  the  revised  EM  coding  system)  the  researchers  assigned  encounter  times 
to  current  CPT  visit  codes  so  that  they  could  assign  RWVs  using  the  same  method  that  would  be  used  with  the 
new  coding  system.  Thus,  the  RWVs  were  based  on  the  encounter  time  in  the  level  of  seivice  and  the 
relationship  between  encounter  time  and  total  work  for  the  class  of  the  visit. 

4  The  method  used  to  adjust  RWVs  from  the  Visit  Survey  to  the  Hsiao  scale  of  relative  work  is  presented 
in  Appendix  I.  Because  of  this  adjustment,  RWVs  in  this  chapter  are  different  from  those  in  Chapter  3. 
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BACKGROUND 


In  1989,  the  Commission  used  the  results  of  Phase  I  of  the  Hsiao  study  to  perform  a 
preliminary  analysis  of  the  relationship  between  time  and  work  for  EM  services  (PPRC 
1989).  This  analysis  was  based  on  individual  physician  estimates  of  time  and  work  for  EM 
vignettes  rather  than  on  mean  values.  The  Commission  used  this  approach  for  two 
reasons.  First,  the  database  using  individual  physician  responses  was  broader,  permitting 
a  more  thorough  examination  of  the  variables  that  influence  the  relationship.  Second, 
much  of  the  variation  in  individual  physician  responses  to  vignettes  represents  actual 
differences  in  practice  style  among  physicians.5  These  important  differences  would  be 
masked  with  an  analysis  based  on  mean  values. 

The  Commission's  analysis  of  Phase  I  data  described  a  relationship  in  which  the  total  work 
per  unit  of  encounter  time  decreases  as  visits  become  longer.  This  implies  that  visits 
involve  some  degree  of  fixed  work  unrelated  to  the  duration  of  the  encounter.  The 
analysis  also  showed  substantial  differences  in  the  relationship  between  total  work  and 
encounter  time  for  different  classes  of  visits  (for  example,  between  new  and  established 
patient  visits  and  between  consultative  and  nonconsultative  visits). 

These  findings  seemed  intuitively  reasonable,  but  the  Commission  sought  additional  data 
to  validate  the  results  because  it  was  concerned  about  the  accuracy  of  the  time  and  work 
estimates  on  which  they  were  based.  Physicians  in  Phase  I  did  not  provide  consistent 
estimates  of  time  for  EM  vignettes.  When  the  survey  physicians  were  asked  to  estimate 
time  for  the  same  EM  vignette  on  two  separate  occasions,  first  responses  tended  to  be 
higher  than  second  responses  by  30  percent.  In  addition,  physicians  in  Phase  I  of  the 
Hsiao  study  were  not  asked  to  give  direct  estimates  of  total  work  for  EM  vignettes.  Thus, 
with  any  analysis  of  these  data,  total  work  values  had  to  be  imputed,  using  limited  data 
about  pre-  and  postservice  time  and  assumptions  about  pre-  and  postservice  intensity. 

Phase  II  of  the  Hsiao  Study.  In  Phase  II  of  the  Hsiao  study,  the  researchers  refined  the 
methods  they  used  to  obtain  estimates  of  time  and  work.  Physicians  in  most  Phase  II 
specialties  were  asked  to  estimate  total  time  and  total  work  (as  well  as  encounter  time  and 
encounter  work)  directly  for  a  subset  of  EM  vignettes.  Consequently,  for  most  classes  of 
visits,  it  is  no  longer  necessary  to  impute  total  work.  To  validate  estimates  of  pre-  and 
postservice  time,  physicians  in  five  Phase  II  specialties  were  asked  to  report  the  amount 
of  time  they  spend  each  week  performing  encounter  services  and  pre/post  services  for 


5  The  Commission's  analysis  of  Phase  I  data  corrected  for  measurement  error  in  physicians'  estimates  of  time 
and  used  a  nonparametric  approach  to  correct  for  positive  correlations  in  the  error  term  across  responses  to 
multiple  vignettes  by  a  single  physician. 
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office  visits.  This  information  can  be  compared  to  the  way  physicians  allocated  time  for 
hypothetical  EM  vignettes. 

Commission  Visit  Survey.  The  Visit  Survey  was  designed  to  provide  data  from  actual 
visits  that  could  be  used  to  validate  and  refine  estimates  of  time  and  work  for  EM 
vignettes  in  the  Hsiao  study.  In  this  survey,  339  physicians  in  three  specialties  (internal 
medicine,  rheumatology,  and  urology)  recorded  times,  estimates  of  work,  and  patient/visit 
characteristics  for  19,000  office  and  hospital  visits.  Using  clipboards  with  attached  digital 
watches,  they  recorded  start  and  stop  times  for  all  EM  services  performed  on  the  day  of 
the  visit.  They  also  recorded  estimates  of  time  for  all  EM  services  performed  before  or 
after  the  day  of  the  visit,  direct  estimates  of  total  work  for  the  visit,  and  estimates  of  the 
proportion  of  total  work  performed  on  the  day  of  the  visit.  Analyses  based  on  these  data 
provide  information  about  (1)  the  relationship  between  encounter  time  and  total  work  for 
different  classes  of  visits,  (2)  the  share  of  total  time  physicians  spend  in  the  encounter  and 
in  pre/post  activities,  and  (3)  the  relative  intensity  (work  per  unit  of  time)  of  encounter 
activities  and  pre/post  activities.  The  research  design,  implementation,  and  results  of  the 
Visit  Survey  are  described  in  detail  in  Chapters  2  and  3  of  this  report. 


THE  GENERAL  RELATIONSHIP  BETWEEN  ENCOUNTER 
TIME  AND  TOTAL  WORK 


Analyses  of  the  relationship  between  encounter  time  and  total  work  use  multiple 
regression  to  estimate  a  model  that  predicts  physicians'  estimates  of  total  work  from  their 
visit  encounter  times.  The  Phase  II  RWVs  that  Hsiao  and  his  colleagues  submitted  to 
HCFA  are  based  on  equations  estimated  with  mean  values  of  encounter  time  and  total 
work  for  each  EM  vignette  (Hsiao  and  others  1990).  The  researchers  also  reported  the 
results  of  performing  the  analysis  another  way  --  using  individual  physician  response  data.6 
RWVs  derived  from  these  regressions  are  presented  in  Table  5-1. 

The  relationship  between  encounter  time  and  total  work  is  very  different  with  the  two 
analytic  approaches.  The  regression  using  mean  values  describes  a  relationship  in  which 
the  total  work  per  unit  of  encounter  time  increases  as  visits  become  longer.  That  is,  a  10 
percent  increase  in  encounter  time  results  in  a  greater  than  10  percent  increase  in  total 
work.  By  contrast,  the  regression  estimated  with  individual  physician  responses  describes 


6  The  analyses  using  mean  values  and  "demeaned"  individual  physician  response  data  are  described  in 
Appendix  M  and  Chapter  9,  respectively,  of  the  Phase  II  report  (Hsiao  and  others  1990). 
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Table  5-1.       Hsiao  Study  Total  Work  Values  for  Visits 


Visit  Class 


Visit  Encounter  Time  (Minutes)* 
5  15  30  45  60 


NEW  PATIENT  OFFICE  VISIT 

Means  Analysis 

Individual  Physician  Analysis 

ESTABLISHED  PATIENT  OFFICE  VISIT 

Means  Analysis 

Individual  Physician  Analysis 

INITIAL  HOSPITAL  VISIT 

Means  Analysis 

Individual  Physician  Analysis 

INITIAL  CONSULTATION 

Means  Analysis 

Individual  Physician  Analysis 

FOLLOW-UP  CONSULTATION 

Means  Analysis 

Individual  Physician  Analysis 


16 

27 


15 
27 


27 
61 


15 
37 


15 

32 


49 
65 


49 
66 


69 
103 


52 
81 


50 

69' 


105 
112 


105 
115 


125 
144 


113 
132 


112 
113 


155 
154 


164 
160 


165 
175 


176 
176 


174 
150 


210 
192 


225 
202 


207 
201 


242 
215 


239 
185 


Source:     Commission  analysis  of  data  from  Phase  II  of  the  Hsiao  Study. 

Note:       "Encounter  time  is  expressed  as  face-to-face  time  for  all  classes  of  visits. 


a  relationship  in  which  the  total  work  per  unit  of  encounter  time  decreases  as  visits 
become  longer.  Thus,  shorter  visits  have  substantially  lower  RWVs  relative  to  longer  visits 
when  the  regression  is  based  on  mean  values  rather  than  on  individual  physician 
responses.7 


7  The  means  regression  also  results  in  substantially  lower  RWVs  for  EM  services  overall.  This  difference  is 
discussed  later  in  the  chapter. 
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Aggregation  bias  (Theil  1971;  Malinvaud  1966)  may  account  for  the  different  estimates  of 
the  relationship.  The  estimate  based  on  individual  physician  responses  is  the  average 
relationship  between  encounter  time  and  total  work  among  physicians.  By  contrast,  the 
estimate  based  on  mean  values  is  a  weighted  average  of  this  relationship,  in  which 
physicians  whose  estimates  of  time  deviate  from  the  average  receive  less  weight.  The  two 
estimates  will  differ  if  the  relationship  between  encounter  time  and  total  work  varies 
among  physicians  or  if  individual  estimates  of  encounter  time  contain  measurement  error. 
The  Commission's  analysis  of  data  from  Phase  I  of  the  Hsiao  study  demonstrated  that 
these  relationships  differ  even  if  measurement  error  is  corrected  (PPRC  1989).  Therefore, 
the  relationship  based  on  mean  values  appears  to  be  a  biased  estimate  of  the  average 
relationship  among  physicians. 

As  would  be  expected  then,  the  regression  using  individual  physician  responses  more 
closely  describes  the  relationship  between  encounter  time  and  total  work  in  actual  practice. 
The  regression  estimated  with  data  from  the  Visit  Survey,  like  the  Hsiao  study's  individual 
physician  regression,  shows  that  shorter  visits  involve  more  total  work  per  unit  of 
encounter  time  than  longer  visits.  The  question  of  using  mean  values  or  individual 
physician  responses  is  not  relevant  in  analyzing  data  from  the  Visit  Survey.  In  this  study, 
physicians  reported  the  time  and  work  involved  in  providing  actual  visits  rather  than 
estimating  time  and  work  for  EM  vignettes.  Since  each  physician  provided  different  visits, 
each  visit  was  treated  as  an  individual  observation.8 

The  regression  using  individual  physician  responses  also  appears  to  be  more  consistent 
with  standard  notions  of  clinical  practice.  One  would  expect  visits  to  involve  certain  fixed 
EM  services  that  are  provided  regardless  of  the  duration  of  the  visit.  For  example,  all 
visits  probably  involve  some  record  review  and  charting,  but  these  services  would  not  be 
expected  to  take  up  twice  as  much  time  for  a  30-minute  encounter  as  for  a  15-minute 
encounter.  A  relationship  in  which  shorter  visits  involve  more  total  work  per  unit  of 
encounter  time  accounts  for  fixed  work.  Data  from  the  Visit  Survey  demonstrate  this 
directly  by  showing  that  shorter  visits  involve  proportionally  more  pre-  and  post-encounter 
time  than  longer  visits  (see  Table  3-25  in  Chapter  3). 

Analysis  of  data  from  the  Visit  Survey  suggests  another  reason  why  shorter  visits  involve 
more  total  work  per  unit  of  encounter  time:  they  involve  substantially  more  effort  than 
longer  visits  (see  Table  3-24).9  This  observation  holds  if  one  looks  at  the  total  effort  (total 
work/total  time)  involved  in  the  visit  or  at  the  effort  expended  on  the  day  of  the  visit  (day 


8  Although  the  Visit  Survey  contains  information  about  19,000  visits,  these  are  not  all  independent  observations 
because  of  substantial  positive  correlations  in  the  error  term  across  the  visits  for  a  single  physician.  A 
nonparametric  approach  similar  to  a  random  effects  model  was  used  to  correct  the  inference  statistics  for  this 
positive  correlation. 

9  Since  work  units  in  Table  3-24  are  on  the  Visit  Survey  scale  of  relative  work,  units  of  effort  in  this  table  are 
not  comparable  with  those  reported  in  the  Hsiao  study. 
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work/day  time).  The  difference  in  effort  does  not  appear  to  be  related  to  differences  in 
the  mix  of  EM  services  provided.  For  example,  although  certain  EM  services  (such  as  the 
history,  physical  examination,  and  counseling)  may  be  more  intense  than  others,  these 
services  do  not  make  up  a  greater  proportion  of  total  time  for  shorter  visits  than  for  longer 
visits.  Thus,  the  difference  in  effort  appears  to  reflect  differences  in  the  intensity  with 
which  physicians  provide  the  same  mix  of  services. 

While  regressions  based  both  on  data  from  the  Visit  Survey  and  on  individual  physician 
responses  from  the  Hsiao  study  show  that  the  total  work  per  unit  of  encounter  time 
decreases  as  visits  get  longer,  this  finding  is  much  more  pronounced  in  the  Visit  Survey 
(Table  5-2).10  The  analysis  presented  below  suggests  that  the  difference  is  due  to 
overestimates  of  pre/post  work  for  EM  vignettes  in  the  Hsiao  study. 

Table  5-2.       Comparison  of  Predicted  Total  Work:    Visit  Survey  and  Hsiao  Study 
Regressions  on  Individual  Responses8 


Visit  Encounter  Time  (Minutes)1* 
Visit  Class  5  15  30  45  60 


NEW  PATIENT  OFFICE  VISIT 

Visit  Survey  42  77  114  143  168 

Hsiao  Study  27  65  112  154  192 

ESTABLISHED  PATIENT  OFFICE  VISIT 

Visit  Survey  40  63  84  99  112 

Hsiao  Study  27  66  115  160  202 

INITIAL  HOSPITAL  VISIT 

Visit  Survey  38  75  114  146  174 

Hsiao  Study  48  85  113  144  175 

INITIAL  CONSULTATION 

Visit  Survey  60  102  142  172  198 

Hsiao  Study  37  81  132  176  215 

FOLLOW-UP  CONSULTATION 

Visit  Survey  39  67  95  117  135 

Hsiao  Study  32  69  113  150  185 


Source:        Commission  analysis  of  data  from  the  Visit  Survey  and  Phase  II  of  the  Hsiao  Study. 

Note:  aIn  this  table,  RWVs  from  the  Visit  Survey  and  the  Hsiao  study  are  presented  on  a  common  scale 

in  which  aggregate  EM  work  reflects  the  Hsiao  study  regression  on  individual  physician  responses. 
Visit  Survey  RWVs  in  Table  5-6  are  presented  on  a  scale  that  adjusts  for  errors  in  aggregate  EM 
work. 

bHospital  encounter  times  are  expressed  as  floor  time. 


10  In  Table  5-2,  RWVs  from  the  Visit  Survey  and  the  Hsiao  study  are  presented  on  a  common  scale  in  which 
aggregate  EM  work  reflects  the  Hsiao  study  regression  on  individual  physician  responses  (see  Appendix  I). 
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Data  from  both  the  Hsiao  study  and  the  Visit  Survey  suggest  that  physicians  responding 
to  vignettes  may  have  overestimated  the  share  of  time  they  spend  in  pre/post  activities  in 
actual  practice  (Table  5-3).  In  Phase  II  of  the  Hsiao  study,  physicians  estimated  total  time 
and  encounter  time  for  EM  vignettes  and  also  reported  the  amount  of  time  they  spend 
each  week  performing  encounter  services  and  pre/post  services  for  office  visits.  Thus,  it 
is  possible  to  compare  how  physicians  allocate  their  office  visit  time  each  week  in  practice 
with  the  way  they  estimate  allocating  their  time  for  hypothetical  office  visit  vignettes.  The 
results  are  substantially  different.  Physicians  reported  spending  20  percent  of  their  office 
visit  time  performing  pre/post  activities  in  weekly  practice,  but  they  estimated  that 
pre/post  activities  make  up  30  percent  to  33  percent  of  total  time  for  EM  vignettes.  The 
Phase  II  weekly  practice  results  agree  closely  with  results  from  the  Visit  Survey.  Physicians 
in  the  latter  study  reported  that  pre/post  activities  make  up  17  percent  of  total  time  for 
their  office  visits. 


Table  5-3.       Ratio  of  Pre/Post  Time  to  Total  Time 


(Pre/Post  lime}/ (total  lime) 

Source 

Established  Patient 
Office  Visits 

New  Patient 
Office  Visits 

Hsiao  Study  Vignettes 

33 

30 

Visit  Survey 

.17 

.17 

Hsiao  Study  Weekly  Practice 

-  .20 

Source:         Commission  analysis  of  data  from  the  Visit  Survey  and  Phase  H  of  the  Hsiao  Study. 


Data  from  the  Visit  Survey  suggest  that  physicians  responding  to  vignettes  in  the  Hsiao 
study  may  not  only  have  overestimated  pre/post  time  but  also  may  have  overestimated 
pre/post  intensity  (Table  5-4).  In  Phase  II  of  the  Hsiao  study,  physicians  estimated  that 
the  effort  involved  in  providing  EM  services  before  or  after  the  encounter  is  about  the 
same  as  the  effort  involved  in  providing  EM  services  during  the  encounter.  Results  from 
the  Visit  Survey,  however,  suggest  that  pre/post  services  are  only  one-third  to  one-half  as 
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intense  as  encounter  services.11  The  latter  finding  seems  more  consistent  with  the  types 
of  EM  services  physicians  provide  during  the  encounter  and  pre/post  periods.  The  Visit 
Survey  demonstrates  that  physicians  spend  most  of  the  encounter  performing  the  history, 
physical  examination,  and  counseling.  By  contrast,  most  pre/post  time  is  spent  in  activities 
that  would  be  expected  to  be  less  intense,  such  as  scheduling,  reviewing  records,  and 
contacting  other  providers. 


Table  5-4.       Ratio  of  Encounter  Effort  to  Pre/Post  Effort 


(Mean  Encounter  Effort)/(Mean 

Pre/Post  Effort) 

Established  Patient 

New  Patient 

Office  Visit 

Office  Visit 

Visit  Survey2 

2.9 

2.3 

Hsiao  Study  Vignettes 

0.9 

1.1 

Source:  Commission  analysis  of  data  from  the  Visit  Survey  and  Phase  II  of  the  Hsiao  Study. 
Note:         a(Day  Effort)/(Non-day  effort). 


DIFFERENCES  IN  THE  RELATIONSHIP  ACROSS  CLASSES  OF  VISITS 

Under  the  new  visit  coding  system,  the  total  work  value  assigned  to  each  code  will  be 
based  on  the  relationship  between  encounter  time  and  total  work  for  each  code's  class  of 
visit.  Thus,  payment  per  level  of  service  can  vary  across  classes,  reflecting  differences  in 
the  effort  (work  per  unit  time)  involved  in  providing  different  types  of  visits. 

Somewhat  surprisingly,  the  Phase  II  RWVs  that  Hsiao  and  his  colleagues  submitted  to 
HCFA  show  few  differences  in  the  relationship  between  encounter  time  and  total  work 
across  classes  of  visits  (see  the  means  analysis  RWVs  in  Table  5-1).  This  finding  is  not 
consistent  with  analyses  of  data  from  other  sources  or  with  physicians'  perceptions  of 
clinical  practice.  The  Commission's  analyses  of  data  from  both  Phase  I  of  the  Hsiao  study 
and  the  Visit  Survey  demonstrate  that  more  total  work  per  unit  of  encounter  time  (RWV 


11  In  the  Visit  Survey,  the  intensity  of  day  and  non-day  services  rather  than  encounter  and  pre/post-encounter 
services  was  measured.  But  these  different  constructs  should  not  affect  the  conclusions.  The  data  indicate  that 
most  pre/post  time  is  non-day  time.  And  while  day  time  includes  some  pre/post  time,  most  of  the  time  on  the 
day  of  the  visit  comprises  encounter  services.  For  clarification,  it  should  be  pointed  out  that  encounter  time  is 
not  defined  as  day  time  in  the  Visit  Survey.  Rather,  it  is  defined  as  face-to-face  time  for  office  visits  and  as  floor 
time  for  hospital  visits. 
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per  level  of  service)  is  involved  in  new  patient  office  visits  than  established  patient  office 
visits,  in  initial  hospital  visits  than  subsequent  hospital  visits,  in  initial  consultations  than 
follow-up  consultations,  and  in  consultations  than  nonconsultative  visits  (see  the  Visit 
Survey  RWVs  in  Table  5-2). 

The  members  of  the  Commission/ American  Medical  Association  consensus  panel  on  visit 
coding,  which  included  physicians  in  28  specialties,  thought  that  differences  in  effort 
between  these  classes  of  visits  were  clinically  meaningful  (see  Chapter  4).  For  example, 
they  noted  that  in  new  patient  visits,  compared  with  established  patient  visits,  physicians 
create  a  new  administrative  record,  establish  a  new  medical  relationship,  and  evaluate  new 
problem(s).  In  initial  (compared  with  subsequent)  hospital  visits,  physicians  review  old 
hospital  records,  dictate  the  admission  note,  write  admission  orders,  and  communicate  the 
treatment  plan  with  nursing  and  house  staff.  In  consultations,  physicians  see  patients  with 
complex  problems  that  cannot  be  managed  by  their  primary  care  physicians.  Consultants 
make  greater  use  of  their  special  training  during  consultations  and  expend  additional  effort 
reviewing  other  physicians'  findings  and  communicating  with  referring  physicians. 

In  part,  the  Phase  II  RWVs  may  show  few  class  differences  in  the  relationship  between 
encounter  time  and  total  work  because  they  are  derived  from  regressions  based  on  mean 
values  rather  than  individual  physician  responses.  Regressions  estimated  with  mean  values 
only  show  differences  in  RWVs  between  consultations  and  nonconsultative  office  visits  (see 
the  means  analysis  RWVs  in  Table  5-1).  Regressions  estimated  with  individual  physician 
responses  also  show  differences  between  initial  and  follow-up  consultations  (see  the 
individual  physician  analysis  RWVs  in  Table  5-1). 

Overestimates  of  pre/post  work  may  account  for  the  fact  that  neither  the  regression  using 
mean  values  nor  individual  physician  responses  show  differences  in  RWVs  between  new 
and  established  patient  visits.  The  Commission's  analysis  of  individual  physician  response 
data  from  the  Hsiao  study  shows  that  encounter  work  per  unit  of  encounter  time  is  greater 
for  new  than  for  established  patient  office  visits.  This  difference  is  not  seen,  however,  in 
the  relationship  between  total  work  and  encounter  time.  The  discrepancy  would  seem  to 
be  related  to  estimates  of  pre/post  work.  Data  presented  in  Tables  5-3  and  5-4  suggest 
that  physicians  responding  to  vignettes  in  the  Hsiao  study  overestimated  pre/post  time  and 
pre/post  intensity  to  a  greater  extent  for  established  patient  office  visits  than  for  new 
patient  office  visits.  This  error  could  have  raised  total  work  values  for  established  patient 
office  visits,  masking  true  differences  in  effort. 

AGGREGATE  TOTAL  WORK  FOR  EM  SERVICES 

The  two  methodologic  issues  discussed  above  affect  not  only  the  relationship  between 
encounter  time  and  total  work,  but  also  estimates  of  aggregate  total  work  for  EM  services. 
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The  assessment  at  this  point,  however,  is  that  the  degree  to  which  the  use  of  mean  values 
in  the  regression  understates  aggregate  EM  work  appears  to  be  roughly  equivalent  to  the 
degree  to  which  overestimates  of  pre/post  work  overstate  it. 

RWVs  for  EM  services  are  substantially  lower  overall  if  the  regression  on  mean  values 
rather  than  the  regression  on  individual  responses  is  used  to  assign  RWVs  to  visits  (Table 
5-1).  The  difference  in  aggregate  total  work  for  office  visits,  consultations,  and  initial 
hospital  visits  between  the  two  scales  is  25  percent.12 

It  is  not  entirely  clear  why  the  regression  using  mean  values  suggests  lower  aggregate  total 
work  for  EM  services.  One  likely  (and  somewhat  paradoxical)  explanation  could  be  that 
the  Hsiao  study  included  proportionally  more  long/complex  vignettes  for  each  class  of  visit 
than  physicians  actually  provide  in  practice.  This  is  illustrated  in  Table  5-5,  which 
compares  the  distribution  of  encounter  times  in  the  1985  National  Ambulatory  Medical 
Care  Survey,  the  University  of  Southern  California  National  Study  of  Medical  and  Surgical 
Specialties,  the  Visit  Survey,  and  the  Hsiao  study.  For  each  class  of  visit,  the  mean  time 
for  the  Hsiao  study  vignettes  is  substantially  longer  than  the  mean  time  recorded  in  actual 
practice. 

To  understand  why  the  mix  of  EM  vignettes  may  affect  aggregate  EM  work,  it  is  helpful 
to  think  of  the  regressions  based  on  mean  responses  and  individual  responses  as  two 
intersecting  lines.  The  regression  on  mean  values  has  a  steeper  slope  than  the  regression 
on  individual  responses.13  The  two  regressions  intersect  at  the  mean  Hsiao  encounter 
time  for  each  class  of  visit.  For  visits  with  shorter  encounter  times  than  the  Hsiao  study 
mean,  the  regression  on  mean  values  assigns  lower' total  work  values  than  the  regression 
on  individual  responses.  Since  the  visits  physicians  provide  in  actual  practice  are  more 
frequently  shorter  than  the  mean  Hsiao  encounter  time  than  they  are  longer,  the 
regression  based  on  mean  values  produces  a  lower  estimate  of  aggregate  EM  work.14 

While  the  regression  based  on  mean  responses  appears  to  understate  aggregate  EM  work, 
the  apparent  overestimates  of  pre/post  time  and  intensity  appear  to  overstate  it.  If  one 
assumes  that  pre/post  time  makes  up  20  percent  (rather  than  30  percent)  of  total  time  and 


12  Subsequent  hospital  visits  are  not  included  in  this  estimate  because  this  class  of  visit  was  not  included  in 
the  Phase  II  individual  physician  response  regression.  (Physicians  in  the  Hsiao  study  were  surveyed  about 
encounter  time  (defined  as  floor  time)  but  not  about  total  work  for  subsequent  hospital  visits).  The  method  used 
to  calculate  aggregate  EM  work  is  presented  in  Appendix  I. 

13  With  the  regression  on  mean  responses,  total  work  per  unit  of  encounter  time  increases  as  visits  become 
longer.  With  the  regression  on  individual  physician  responses,  the  opposite  is  true. 

14  According  to  the  Harvard  researchers,  no  other  adjustments  were  made  to  account  for  the  lower  aggregate 
total  work  in  the  analysis  using  mean  responses. 
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Table  5-5. 


Comparison  of  Encounter  Times  Across  Surveys 


Percent  of  Visits  with  Physician  Encounter  Time 


Visit  Class 


SO  Mm 

NEW  PATIENT  OFFICE  VISIT 

Visit  Survey 
NAMCS 

use 

Hsiao  I 
Hsiao  II 


14 
27 
47 
1 
11 


30 
43 
33 

19 
21 


36 
20 
12 
38 
30 


9 
5 
4 
15 
18 


11 
5 
4 

26 
20 


ESTABLISHED  PATIENT  OFFICE  VISIT 

Visit  Survey  36  44  17  1 

NAMCS  41  46  11  1 

USC  60  33  6  1 

Hsiao  I  22  52  21  3 

Hsiao  n  17  49  25  5 


INITIAL  HOSPITAL  VISIT 

Visit  Survey  (floor  time)  16  23  33  11 

Visit  Survey  (face-to-face  time)  37  29  22  8 

USC  55  25  12  4 

Hsiao  I  1  7  23  15 

Hsiao  n  0  6  27  20 


17 
4 

5 

55 
46 


SUBSEQUENT  HOSPITAL  VISIT 

Visit  Survey  (floor  time)  38 

Visit  Survey  (face-to-face  time)  70 

USC  69 

Hsiao  I  46 

Hsiao  II  16 


40 
23 
25 
42 

54. 


18 
6 
5 
11 
24 


INITIAL  CONSULTATION 

Visit  Survey 
NAMCS 
USC 
Hsiao  I 
Hsiao  II 

FOLLOW-UP  CONSULTATION 

Visit  Survey 
NAMCS 
USC 
Hsiao  I 
Hsiao  II 


9 
31 
34 
1 
1 


3? 
43 

61 
3 
18 


28 
44 
24 
6 
SO 


43 
43 
30 
58 
43 


38 
19 
23 
33 
30 


17 
12 
7 
32 
13 


11 
3 
9 
17 
22 


13 
4 
10 
43 
38 


1 
1 
1 

2 
11 


Source:  Commission  analysis  of  data  from  the  Visit  Survey,  the  1985  National  Ambulatory  Medical  Care  Survey 
(NAMCS),  the  University  of  Southern  California  National  Study  of  Medical  and  Surgical  Specialties 
(USC),  and  Phases  I  and  II  of  the  Hsiao  study. 
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that  pre/post  services  are  half  as  intense  (rather  than  equally  intense)  as  encounter 
services,  this  would  reduce  aggregate  EM  work  estimated  with  the  Hsiao  study  individual 
physician  response  regression  by  21  percent.  An  adjustment  based  on  both  factors  would 
lower  aggregate  EM  work  in  Phase  II  of  the  Hsiao  study  by  approximately  1  percent  (1.25 
x  0.79  =  0.99). 

APPROACH  TO  ASSIGNING  RWVs  TO  EM  SERVICES 

A  sound  EM  payment  policy  cannot  be  developed  using  empirical  data  alone.  Of  the  three 
available  options,  the  regression  using  mean  values  for  EM  vignettes  in  the  Hsiao  study 
would  appear  to  be  the  least  desirable.  While  this  regression  (which  Hsiao  and  his 
colleagues  used  to  assign  RWVs  to  visits)  would  not  appreciably  distort  overall  payment 
for  EM  services,  it  would  cause  serious  distortions  in  payment  across  levels  of  service  and 
classes  of  visits.  Within  each  class,  shorter  visits  would  be  substantially  underpaid  relative 
to  longer  visits.  Payment  per  level  of  service  would  vary  little  across  classes  of  visits. 
Thus,  EM  payment  would  not  reflect  important  differences  in  effort. 

The  regression  estimated  with  individual  physician  responses  from  the  Hsiao  study  would 
result  in  less  distortion.  However,  a  fee  structure  based  on  this  regression  might  also 
overpay  shorter  visits  relative  to  longer  visits  and  would  not  account  for  differences  in 
effort  between  new  and  established  patient  office  visits  and  between  initial  and  subsequent 
hospital  visits.  Unless  corrections  were  made,  aggregate  payment  for  EM  services  under 
this  scale  would  be  too  high. 

A  third  approach  would  be  to  use  data  from  both  the  Hsiao  study  and  the  Visit  Survey  to 
assign  aggregate  total  work  to  EM  services15  and  data  from  the  Visit  Survey  to  distribute 
total  EM  work  across  classes  of  visits  and  levels  of  service.  Preliminary  RWVs  based  on 
this  method  are  presented  in  Table  5-6.16  If  these  RWVs  were  used  to  assign  fees  to 
visits,  aggregate  EM  work  would  not  change  appreciably  from  what  Hsiao  and  his 
colleagues  submitted  to  HCFA.  Payment  per  level  of  service  would  vary  substantially 
across  classes,  however,  reflecting  differences  in  effort  between  new  and  established  patient 
visits,  initial  and  subsequent  hospital  visits,  initial  and  follow-up  consultations,  and 
consultations  and  nonconsultative  visits.  Within  each  class,  payment  per  unit  of  encounter 
time  would  be  higher  for  lower  levels  of  service  than  for  higher  levels  of  service.  This 
differential  would  be  more  pronounced  than  with  the  Hsiao  study  regression  based  on 
individual  physician  responses. 


15  Aggregate  EM  work  would  be  based  on  Hsiao's  individual  physician  response  analysis  corrected  for 
physicians'  overestimates  of  pre/post  time  and  intensity. 

16  These  RWVs  differ  from  the  Visit  Survey  RWVs  in  Table  5-2  because  adjustments  have  been  made  in 
aggregate  EM  work. 
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Table  5-6.       Total  Work  Values  for  Visits  Based  on  Visit  Survey  Regressions  a 


Visit  Encounter  Time  (Minutes)b 

5 

15 

30 

45 

60 

Visit  Class 

(Level  1) 

(Level  2) 

(Level  3) 

(Level  4) 

(Level  5) 

New  Patient  Office  Visit 

33 

61 

90 

113 

133 

Established  Patient  Office  Visit 

32 

50 

66 

78 

89 

Initial  Hospital  Visit 

30 

59 

90 

115 

138 

Subsequent  Hospital  Visit 

28 

46 

64 

78 

90 

Initial  Consultation 

47 

81 

112 

136 

156 

Follow-up  Consultation 

31 

53 

75 

92 

107 

Source:     Commission  analysis  of  data  from  the  Visit  Survey  and  Phase  II  of  the  Hsiao  Study. 


Note:       These  RWVs  differ  from  the  Visit  Survey  RWVs  in  Table  5-2  because  adjustments  have  been  made 
in  aggregate  EM  work. 

bEncounter  time  is  expressed  as  face-to-face  time  for  outpatient  visits  and  as  floor  time  for  inpatient 
visits. 


With  such  a  system,  physicians  would  receive  higher  payment  if  they  provided  more  visits 
of  a  particular  type  in  a  given  amount  of  encounter  time.  For  example,  they  would  receive 
higher  payment  for  providing  the  content  of  three  Level  2  visits  in  45  minutes  of  encounter 
time  than  for  providing  the  content  of  one  Level  4  visit.17  This  would  reward  physicians 
for  providing  EM  services  more  efficiently.  It  would  also  limit  any  incentives  physicians 
might  have  to  bill  for  higher  levels  of  service  than  indicated  by  the  content  provided. 
However,  differences  in  payment  across  levels  of  service  might  be  too  severe  with  the  Visit 
Survey  regression.  This  could  compromise  access  to  care  for  patients  with  multiple  or 
complex  problems  or  create  incentives  for  physicians  to  spend  too  little  time  providing 
such  patients  with  medical  care. 


The  difference  in  revenues  for  physicians  who  provide  primarily  short  as  opposed  to  long  visits  would  not 
be  as  great  as  it  would  appear  from  the  differences  in  RWVs,  however.  That  is  because  the  larger  proportion 
of  pre-  and  post-encounter  time  associated  with  shorter  visits  limits  the  number  of  these  visits  a  physician  can 
provide  per  day. 
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While  the  Commission  believes  that  EM  payment  policy  should  be  based  on  empirical 
data,  any  of  the  approaches  outlined  above  would  require  refinements  before  it  would  be 
acceptable  to  all  interested  parties.  The  Commission  is  distributing  this  report  to  specialty 
societies  and  groups  representing  Medicare  carriers,  private  insurers,  and  patients.  Their 
comments,  which  will  be  shared  with  HCFA  and  the  Harvard  researchers,  should  help 
point  the  way  to  developing  a  fee  structure  that  will  be  equitable  to  physicians  in  all 
specialties  and  that  will  not  compromise  patients'  access  to  the  EM  services  they  require. 
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APPENDIX  B 
TELEPHONE  SCREENER 


Opinion  Research  Corporation 
Princeton,  New  Jersey  08542 


51784 
063089 


PPRC  SCREENER 
PHASE  2  VERSION 

PHYSICIANS  NAME:    DATE: 


PHONE:  TIME  ENDED: 


INTERVIEWER  ID:   TIME  STARTED: 

LENGTH:   

SWITCHBOARD  INTRODUCTION 

Hello,  I'm   calling  on  behalf  of  the  (NAME  OF 

SPECIALTY  SOCIETY)  and  the  Physician  Payment  Review  Commission.  We 

recently  sent  Dr.    a  letter  asking  him/her  to 

participate  in  a  survey  we  are  conducting  on  visits  and  consultations. 

Dr.    has  been  notified  by  (READ  NAME  OF  SPECIALTY 

SOCIETY)  and  is  expecting  a  call  regarding  the  survey.    The  call 
will  take  no  longer  than  10  minutes. 

May  I  please  speak  now  to  the  doctor? 
(IF  DOCTOR  IS  UNAVAILABLE) 

When  may  I  schedule  an  appointment  to  speak  with  Dr.  ? 
(PLEASE  RESCHEDULE) 

A.M. 

DATE:   TIME:    P.M. 

BE  SURE  TO  ASK  FOR  DIRECT  LINE,  NOT  LINE  WHICH  WILL  BE  ANSWERED  BY  MACHINE 
WHEN  CALLING  BACK. 

WHEN  DOCTOR  COMES  TO  THE  PHONE,  SAY : 

Good  morning/afternoon  Dr.   .  I'm  calling  on  behalf  of  the 

(READ  NAME  OF  SPECIALTY  SOCIETY)  and  the  Physician  Payment  Review 
Commission.    The  (READ  NAME  OF  SPECIALTY  SOCIETY)  and  the  Commission 
recently  sent  ybu  a  letter  asking  you  to  participate  in  a  survey  on 
visits  and  consultations.    Your  participation  in  this  survey  is  very 
important  to  them.    Because  we  know  how  busy  you  are,  this  telephone 
Interview  is  designed  to  take  no  longer  than  10  minutes  of  your  time. 
Before  we  begin,  let  me  assure  you  that  all  of  the  responses  you  give 
will  be  held  in  the  strictest  confidence. 

SI.    First,  are  you  currently  in  a  residency  or  fellowship  training 
program?    (IF  RESPONDENT  DIRECTS/MANAGES  A  RESIDENCY  OR 
FELLOWSHIP  TRAINING  PROGRAM,  CODE  AS  "2") 

1  YES  —  —  — ^   THANK  AND  TERMINATE  (CODE  AS) 

2  NO 
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Opinion  Research  Corporation 
Princeton,  New  Jersey  08542 


51784 
070689 


PPRC  SCREENER 
PHASE  2  VERSION 
"STILL  ACTIVES" 


PHYSICIANS  NAME: 
PHONE:   


DATE: 


INTERVIEWER  ID: 


TIME  ENDED:  . 
TIME  STARTED: 
LENGTH: 


SWITCHBOARD  INTRODUCTION 
Hello,  I'm   


calling  on  behalf  of  the  (NAME  OF 


SPECIALTY  SOCIETY)  and  the  Physician  Payment  Review  Commission.  In 

February  we  sent  Dr.    a  letter  asking  him/her  to 

participate  in  a  survey  we  are  conducting  on  visits  and  consultations. 

We  tried  to  contact  Dr.    at  that  time  but  could  not  reach 

him/her.    We  are  now  in  the  second  phase  of  the  study  and  would  like 
to  speak  to  Dr.   . 

May  I  please  speak  now  to  the  doctor? 
(IF  DOCTOR  IS  UNAVAILABLE) 

When  may  I  schedule  an  appointment  to  speak  with  Dr.   ? 

(PLEASE  RESCHEDULE) 


DATE: 


TIME: 


A.M. 
P.M. 


BE  SURE  TO  ASK  FOR  DIRECT  LINE,  NOT  LINE  WHICH  WILL  BE  ANSWERED  BY  MACHINE 
WHEN  CALLING  BACK. 

WHEN  DOCTOR  COMES  TO  THE  PHONE,  SAY: 

Good  morning/afternoon  Dr.   .  I'm  calling  on  behalf  of  the 

(READ  NAME  OF  SPECIALTY  SOCIETY)  and  the  Physician  Payment  Review 
Commission.    In  February,  the  Physician  Payment  Review  Commission  and 
(READ  NAME  OF  SPECIALTY  SOCIETY)  sent  you  a  letter  asking  you  to 
participate  in  a  survey  on  visits  and  consultations.    We  could  not 
reach  you  at  that  time.    We  are  now  conducting  the  second  phase  of  the 
survey  and  hope  that  you  will  be  able  to  participate.    Because  we  know 
how  busy  you  are,  this  telephone  interview  is  designed  to  take  no 
longer  than  10  minutes  of  your  time.    Before  we  begin,  let  me  assure 
you  that  all  of  the  responses  you  give  will  be  held  in  the  strictest 
confidence. 

SI.    First,  are  you  currently  in  a  residency  or  fellowship  training 
program?    (IF  RESPONDENT  DIRECTS/MANAGES  A  RESIDENCY  OR 
FELLOWSHIP  TRAINING  PROGRAM,  CODE  AS  "2") 


YES 
NO 


>    THANK  AND  TERMINATE  (CODE  AS) 
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IF  "2"  ON  Q.S1,  ASK: 

S2.    In  what  specialties  are  you  Board  certified?    DO  NOT 
READ.    ACCEPT  ALL  THAT  APPLY. 


01 

AEROSPACE  MEDICINE 

41 

ORTHOPEDIC  SURGERY 

02 

ALLERGY  AND  IMMUNOLOGY 

42 

OTOLARYNGOLOGY 

03 

ANESTHESIOLOGY 

43 

PATHOLOGY  (ANATOMIC  &  CLIN.) 

04 

BLOOD  BANKING 

44 

PEDIATRICS 

05 

CARDIOVASCULAR  MEDICINE 

45 

PEDIATRIC  CARDIOLOGY 

06 

CHEMICAL  PATHOLOGY 

46 

PEDIATRIC  CRITICAL  MED. 

07 

CHILD  PSYCHIATRY 

47 

PEDIATRIC  ENDOCRINOLOGY 

08 

CRITICAL  CARE  MEDICINE 

48 

PEDIATRIC  HEMAT0L0GY/0NC0L0GY 

09 

COLON  AND  RECTAL  SURGERY 

49 

PEDIATRIC  NEPHROLOGY 

10 

DERMATOLOGY 

50 

PEDIATRIC  NEUROLOGY 

II 

DERMATOLOGICAL  IMMUNOLOGY 

51 

PEDIATRIC  PULMONOLOGY 

12 

DERMATOPATHOLOGY 

52 

PEDIATRIC  SURGERY 

I J 

UlAbNUbllL  LABUKAIUKY  IpIMUN. 

06 

DUVC       Mm       9     DCUADTI  ITATIOM 

rrlib.  MhU.  &  KtHAolLI  1  Al  ION 

14 

DIAGNOSTIC  RADIOLOGY 

54 

PLASTIC  SURGERY 

15 

EMERGENCY  MEDICINE 

55 

PSYCHIATRY 

16 

ENDOCRINOLOGY  AND  METABOLISM 

56 

PULMONARY  DISEASE 

17 

FAMILY  PRACTICE 

57 

RADIATION  ONCOLOGY 

18 

FORENSIC  PATHOLOGY 

58 

RADIOISOTOPIC  PATHOLOGY 

19 

GASTROENTEROLOGY 

59 

RADIOLOGY 

20 

GENERAL  PREVENT  MED  &  PUB  HLT 

60 

REPRODUCTIVE  ENDOCRINOLOGY 

21 

GENERAL  SURGERY 

61 

RHEUMATOLOGY 

22 

GERIATRIC  MEDICINE 

62 

SURGERY  (GENERAL) 

bT NtbULUb 1L  UNLULUbY 

0  -J 

CIIDPTrAI     rDTTTPAl  TADC 

oUKblLAL  LK1 1 1LAL  LAKt 

24 

HAND  SURGERY 

64 

THORACIC  SURGERY 

25 

HEMATOLOGY 

65 

UROLOGY 

26 

IMMUNOPATHOLOGY 

66 

VASCULAR  SURGERY 

27 

INFECTIOUS  DISEASES 

67 

NONE 

28 

INTERNAL  MEDICINE 

29 

MATERNAL  &  FETAL  MEDICINE 

30 

MEDICAL  MICROBIOLOGY 

2! 

MEDICAL  ONCOLOGY 

32 

NEONATAL/PERINATAL  MEDICINE 

33 

NEPHROLOGY 

34 

NEUROLOGICAL  SURGERY 

35 

NEUROLOGY 

36 

NEUROPATHOLOGY 

37 

NUCLEAR  MEDICINE 

38 

OBSTETRICS  AND  GYNECOLOGY 

39 

OCCUPATIONAL  MEDICINE 

40 

OPHTHALMOLOGY 
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S3.    Are  you  Board  eligible  in  any  additional  specialties?  DO 
NOT  READ.    ACCEPT  ALL  THAT  APPLY. 


01 

AEROSPACE  MEDICINE 

41 

ORTHOPEDIC  SURGERY 

02 

ALLERGY  AND  IMMUNOLOGY 

42 

OTOLARYNGOLOGY 

mm to  into iuluu i 

/LI 

DATuni nrv  /AMATfiMir  i  n  in  \ 

04 

BLOOD  BANKING 

44 

PEDIATRICS 

05 

CARDIOVASCULAR  MEDICINE 

45 

PEDIATRIC  CARDIOLOGY 

06 

CHEMICAL  PATHOLOGY 

46 

PEDIATRIC  CRITICAL  MED. 

07 

CHILD  PSYCHIATRY 

47 

PEDIATRIC  ENDOCRINOLOGY 

08 

CRITICAL  CARE  MEDICINE 

48 

PEDIATRIC  HEMAT0L0GY/0NC0L0GY 

09 

COLON  AND  RECTAL  SURGERY 

49 

PEDIATRIC  NEPHROLOGY 

10 

DERMATOLOGY 

50 

PEDIATRIC  NEUROLOGY 

11 

DERMATOLOGICAL  IMMUNOLOGY 

51 

PEDIATRIC  PULMONOLOGY 

12 

DERMATOPATHOLOGY 

52 

PEDIATRIC  SURGERY 

ntflrMncTir  i  AnnoATnuv  tmmiin 

UIMuhUoIII.   LMDUKHIUKI  IPlrlUN. 

DUVC      Mm      i.   DTMAPII  TTATTOM 
rnio.   rltU.    a  KtnHDl  L 1  1 M  1  IUIi 

14 

DIAGNOSTIC  RADIOLOGY 

54 

PLASTIC  SURGERY 

15 

EMERGENCY  MEDICINE 

55 

PSYCHIATRY 

16 

ENDOCRINOLOGY  AND  METABOLISM 

56 

PULMONARY  DISEASE 

17 

FAMILY  PRACTICE 

57 

RADIATION  ONCOLOGY 

18 

FORENSIC  PATHOLOGY 

58 

RADIOISOTOPIC  PATHOLOGY 

19 

GASTROENTEROLOGY 

59 

RADIOLOGY 

20 

GENERAL  PREVENT  MED  &  PUB  HLT 

60 

REPRODUCTIVE  ENDOCRINOLOGY 

21 

GENERAL  SURGERY 

61 

RHEUMATOLOGY 

22 

GERIATRIC  MEDICINE 

62 

SURGERY  (GENERAL) 

CO 

rvMPrninnr  nwrni  nnv 

u I NtLULUu I L  UNUULUu I 

Do 

^IIDfirAI    rDITITAI  TADT 
oUKulLHL   CK1 1 1LML  LHKt 

24 

HAND  SURGERY 

64 

THORACIC  SURGERY 

25 

HEMATOLOGY 

65 

UROLOGY 

26 

IMMUNOPATHOLOGY 

66 

VASCULAR  SURGERY 

27 

INFECTIOUS  DISEASES 

67 

NONE 

28 

INTERNAL  MEDICINE 

29 

MATERNAL  &  FETAL  MEDICINE 

30 

MEDICAL  MICROBIOLOGY 

31 

MEDICAL  ONCOLOGY 

32 

NEONATAL/PERINATAL  MEDICINE 

33 

NEPHROLOGY 

34 

NEUROLOGICAL  SURGERY 

35 

NEUROLOGY 

36 

NEUROPATHOLOGY 

37 

NUCLEAR  MEDICINE 

38 

OBSTETRICS  AND  GYNECOLOGY 

39 

OCCUPATIONAL  MEDICINE 

40 

OPHTHALMOLOGY 

ASK  OF  INTERNAL  MEDICINE  SAMPLE  ONLY 
IF  INTERNAL  MEDICINE  NOT  MENTIONED  ON  Q.S2  OR  S3,  ASK: 
S3A.  Are  you  board  certified  or  board  eligible  in  Internal 

Medicine? 


1  YES  ►  CONTINUE  TO  Q.S4 

2  NO   ►  THANK  AND  TERMINATE  (CODE  AS  ) 
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ASK  OF  RHEUMATOLOGY  SAMPLE  ONLY 

IF  RHEUMATOLOGY  NOT  MENTIONED  ON  O.S2  OR  S3.  ASK: 

S3B.       Are  you  Board-Eligible  or  Board-Certified  in  Rheumatology? 

1  YES   ►  CONTINUE  TO  Q.S4 

2  NO   ►   CONTINUE  TO  Q.S3C 


IF  "2"  ON  Q.S3B,  ASK: 

S3C.  Are  you  a  Fellow  of  the  American  College  of  Rheumatology? 

1  YES   ►  CONTINUE  TO  Q.S4 

2  NO   ►  THANK  AND  TERMINATE  (CODE  AS  ) 


ASK  OF  UROLOGY  SAMPLE  ONLY 

IF  UROLOGY  NOT  MENTIONED  ON  0.S2  OR  S3.  ASK: 

S3D.       Are  you  Board-Eligible  or  Board-Certified  in  Urology? 


1  YES   ►  CONTINUE  TO  Q.S4 

2  NO   ►  THANK  AND  TERMINATE  (CODE  AS  ) 


S4.    Approximately  how  many  hours  per  week  do  you  routinely  spend  in 
activities  directly  related  to  patient  care?    Please  exclude 
the  time  you  spend  in  research,  teaching  and  administration. 
PROMPT:    Your  best  estimate  is  fine.    (PROBE  FOR  ONE  VALUE. 
DO  NOT  ACCEPT  RANGES.    DO  NOT  ACCEPT  ANY  VALUE  GREATER  THAN  140 
EXCEPT  999.) 


  #  HOURS  RELATED  — ►  IF  "0-35"  THANK 

TO  PATIENT  CARE  AND  TERMINATE. 

IF  "36-140"  SKIP 
TO  Q.S5 

999     DON'T  KNOW   ►  CONTINUE  TO  Q.S4A 


IF  "999"  ON  Q.S4.  ASK: 


S4a.  Would  you  say  you  spend. 


(READ) 


Fewer  than  20  hours  per 

week  in  direct  care  activities, 


20  -  35  hours  per  week,  or 
36  or  more  hours?   


> THANK  AND  TERM- 
INATE (CODE  AS  ) 


>•  CONTINUE  TO  Q.S5 


DON'T  KNOW   ►  THANK  AND  TERM- 
INATE (CODE  AS  ) 


FOR  GENERAL  INTERNAL  MEDICINE  AND  UROLOGY  ONLY 
IF  "36  TO  140"  ON  Q.S4  OR  "3"  ON  Q.S4a.  ASK: 

S5.    What  percentage  of  these  direct  patient  care  hours  do  you  spend 
practicing  (SPECIALTY  FROM  SAMPLE  CARD)?    PROMPT:  Your 
best  estimate  is  fine. 


  %  DIRECT  H0URS->  IF  "0-59"  THANK 

IN  SPECIALTY  AND  TERMINATE 

(CODE  AS  ).  IF 
60-99,  SKIP  TO  Q.S6 
IF  100,  SKIP  TO  Q.S7 

999     DON'T  KNOW   )►  CONTINUE  TO  Q.S5a 


PROGRAMMING  NOTE:  ALL  REFERENCES  TO  SPECIALTY  MUST  READ  "GENERAL  INTERNAL 
MEDICINE"  FOR  THIS  QUOTA  GROUP 
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IF  "999"  ON  Q.S5.  ASK: 


S5a.  Would  you  say  the  percent  of  direct  patient  care  hours  you  spend 
in  (READ  SPECIALTY  FROM  SAMPLE  CARD)  is  .  .  .  (READ) 


Less  than  30  percent,  - 


30  percent  but  less  than 
60  percent,  or  - 


60  percent  or  more? 
DON'T 


THANK  AND  TERM- 
INATE (CODE  AS  ) 


>  CONTINUE  TO  Q.S6 


>  THANK  AND  TERM- 
INATE (CODE  AS  ) 


ALTERNATIVE  QUESTIONS  5/5A  FOR  RHEUMATOLOGY 

S5.    What  percentage  of  these  direct  patient  care  hours  do  you  spend 
with  patients  whose  primary  problems  are  rheumatic  diseases? 


%  DIRECT  HOURS  -►IF  "0-59"  THANK 
RHEUM  PATIENTS      AND  TERMINATE 

(CODE  AS  ).  IF 

60  TO  99,  SKIP  TO  Q.S6 

IF  100,  SKIP  TO  Q.S7 


999    DON'T  KNOW 


CONTINUE  TO  Q.S5A 


IF  999  ON  0.S5.  ASK: 

S5a.  Would  you  say  the  percent  of  direct  patient  care  hours  you 
spend  with  patients  with  rheumatic  diseases  is  .  .  .  (READ) 


Less  than  30  percent,  — 

30  percent  but  less  than 
60  percent,  or  — 


60  percent  or  more? 
DON'T 


THANK  AND  TERM- 
INATE (CODE  AS  ) 


CONTINUE  TO  Q.S6 


>  THANK  AND  TERM- 
INATE (COOE  AS  ) 


ASK  OF  ALL  SPECIALTIES 
IF  "60  TO  99"  ON  Q.S5  OR  "3"  ON  Q.S5a.  ASK: 


S6.    What  percentage  of  these  direct  patient  care 

hours  do  you  spend  practicing  in  your  other  specialties? 
PROMPT:    Your  best  estimate  is  fine.    (TOTAL  OF  Q.S6  +  S5 
MUST  BE  100%.) 


%  DIRECT  HOURS  IN 
OTHER  SPECIALTIES 


999     DON'T  KNOW 
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Approximately  what  percent  of  your  patient  care  hours  are 
spent  with  patients  who  are  65  and  older?    PROMPT:    Your  best 
estimate  is  fine. 

 %    HOURS  WITH   IF  "0-19"  THANK  AND 

PATIENTS  65+  TERMINATE  (CODE  AS  J 

IF  "20-100,"  SKIP 
TO  Q.S8 

999     DON'T  KNOW   CONTINUE  TO  Q.S7a 

IF  "999"  ON  0.S7.  ASK: 


S7a.  Would  you  say  the  percent  of  patient  care  hours  you  spend 
with  patients  65  and  older  is  .  .  .  (READ) 

1       Less  than  20  percent  — ►  THANK  AND  TERMINATE 

(CODE  AS  ) 


2  20  percent  but  less 
than  40  percent,  or 

3  40  percent  or  more? 


^►CONTINUE  TO  Q.S8 


4       DON'T  KNOW   ^  THANK  AND  TERMINATE 

(CODE  AS  ) 

IF  "20  TO  100"  ON  Q.S7  OR  "2-3"  ON  Q.S7a.  ASK: 

S8.    Do  you  provide  care  for  any.  patients  on  a  capitated  basis? 

In  answering  this  question,  please  include  patients  over  and 

under  the  age  of  65. 

YES 

NO   ►   SKIP  TO  Q.S10 

IF  "1"  ON  Q.S8.  ASK: 


S9.  For  what  percentage  of  your  patient  population  do  you 
receive  capitated  payment?    PROMPT:    Your  best  estimate 
is  fine.    (RECORD  BELOW) 

 %    CAPITATED  ->  IF  "20-100",  THANK 

AND  TERMINATE.  IF 
"1-19"  SKIP  TO  Q.S10 


999    DON'T  KNOW  ->  CONTINUE  TO  Q.S9a 


IF  "999"  ON  0.S9.  ASK: 


S9a.  Would  you  say  you  receive  capitated  payment  for.  .  .  (READ) 

1  Less  than  20  percent 

of  your  patients,  — ►   CONTINUE  TO  Q.S10 

2  20  percent  but  less 

than  40  percent,  or   ,     THANK  AND  TERMINATE 

(CODE  AS  ) 

3  40  percent  or  more?   ' 

4  DON'T  KNOW   ►  THANK  AND  TERMINATE 

(CODE  AS  ) 
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IF  "2"  ON  Q.S3  OR  '1-19*  ON  0.S9.  OR  "1"  ON  O.S9a  ASK; 
S10.  Do  you  use  CPT  codes  for  billing  visits? 


4 


YES   h     SKIP  TO  Q.S13 

2  NO 

3  DON'T  KNOW 


IF  ;  2  OR  3'  ON  0.S10.  ASK: 


SI 1 .  Do  you  check  off  the  services  you  provide  on  an 
office  form  such  as  a  superbill,  routing  slip  or 
encounter  form? 


THANK  ANO  TERMINATE 
►  (CODE  AS  _) 


IF  "1"  ON  Q.S11.  ASK: 


S12.  Could  you  please  look  at  a  blank  copy  of  this  form 
and  give  me  an  example  of  a  numeric  code  you 
use  for  an  office  visit?   Just  read  me  the 
number.    (CIRCLE  APPROPRIATE  RESPONSE  BELOW.) 


1 

90000 

z 

90010 

3 

90015 

4 

90017 

5 

90020 

6 

10030 

7 

90040 

8 

90050 

9 

90060 

10 

900JO 

1! 

90080 

12 

WOK  Off  THE  ABOVE 

13 

REFUSED  — = — 

THANK  AND 
TERMINATE 


IF  »1"  ON  O.S10  OR  M-ll"  ON  0.S12  ASK: 


S13.  Oo  you  personally  assign  or  check  off  the  CPT 
codes  that  are  used  for  billing  visits? 


■>    SKIP  TO  Q.S15 


DON'T  KNOW 


IF  "2"  OR  '3'  ON  0.S13.  ASK: 


S14.  Do  you  decide  whether  the  visit  is  to  be  billed  as 
brief.  Intermediate  or  comprehensive  visit? 

1  YES   ►  SKIP  TO  Q.S16 

2  NO  — 


3       DON'T  KNOW  -I     (CODE  AS 


!►  THANK  AND  TERMINATE. 
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IF  "1"  ON  O.S13.  ASK: 

S15.  Does  someone  else  in  your  office  also  assign  or 
check  off  the  CPT  codes  that  you  use  to  bill 
visits? 

»>  SKIP  TO  Q.S17 
SKIP  TO  Q.S19 


IF  "1"  ON  Q.S14,  ASK: 


S16.  Does  someone  else  in  your  office  assign  or  check 
off  the  CPT  codes  that  you  use  to  bill  visits? 


YES 
NO 

DON'T  KNOW 


-SKIP  TO  Q.S18 


IF  "1"  ON  Q.S15  OR  16.  ASK: 

S17.  Who  in  your  office  assigns  CPT 

codes?    PROMPT:    Who  else?  (DO  NOT  READ.  ACCEPT 

ALL  THAT  APPLY. ) 

1  RECEPTIONISTS 

2  BILLING  CLERKS 

3  REGISTERED  NURSES 

4  LICENSED  PRACTICAL  NURSES 

5  NURSE  PRACTITIONERS 

6  NURSES  AIDES  OR  ASSTS. 

7  PHYSICIANS'  ASSTS. 

8  MEDICAL  ASSTS. 

9  OFFICE  MANAGERS 

10  OTHER  (SPECIFY):   

11  DON'T  KNOW 


IF  "2"  OR  "3"  ON  Q.S16.  ASK: 

S18.  Are  these  codes  assigned  only  through  an  outside 
source? 

1  YES   ►        THANK  AND  TERMINATE 

2  NO   ►        GO  BACK  TO  Q.S17  AND 

CLARIFY  RESPONSE 

3  DON'T  KNOW  THANK  AND  TERMINATE 
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S19.  Is  your-  primary  practice  location  an: 


YES  NO 

a.  Emergency  room                         1  2 

b.  Government  hospital                  1  2 

c.  Emergency  or 

urgent  care  center                   1  2 


IF  YES  ON  ANY  ITEM  "a  -  c"  IN  Q.S19,  THANK  AND  TERMINATE. 
OTHERWISE,  CONTINUE  TO  Q.S20. 


S20.  Which  one  of  the  following  best  describes  your  type  of  practice. 
READ  (ACCEPT  ONLY  ONE  RESPONSE)? 


Solo  practice, 


GO  TO  Q.S22 


Single  specialty  partnership 
or  group  practice, 

Multi-speciality  partnership  or 
group  other  than  HMO, 

University  full-time  faculty,  or 

HMO?  


IF  "2-3"  ON  Q.S20.  ASK: 


GO  TO  Q.S22 

THANK  AND 
TERMINATE. 
(CODE  AS  ) 


S21.  Excluding  yourself  and  any  residents,  how  many  other 
physicians  are  in  your  partnership  or  group?  PROMPT: 
Your  best  estimate  is  fine. 

NUMBER  OF  PHYSICIANS 


999    DON'T  KNOW 


S22.  Do  medical  students,  nursing  students,  or  housestaff  participate 
in  your  office  practice?    PROMPT:    Do  medical  students,  nursing 
students,  or  resident  house  staff  routinely  see  your  patients 
in  your  office  with  you? 


YES 
NO 


>  CONTINUE  TO  MAIN  QUESTIONNAIRE 


IF  "1"  ON  Q.S22.  ASK: 


S23.  Do  they  work  with  you  more  than  two  days  every  week? 

1  YES   ►  THANK  AND  TERMINATE  (CODE  AS  ) 

2  NO   ►CONTINUE  TO  MAIN  QUESTIONNAIRE 
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Opinion  Research  Corporation 
Princeton,  New  Jersey 


51784 
061389 


PPRC  MAIN  QUESTIONNAIRE 
PHASE  2  VERSION 

Thinking  now  of  the  office  personnel  you  employ  in  your  practice, 
please  tell  me  how  many  persons  in  each  of  the  following 
positions  work  directly  with  you  at  any  time  during  a  given  week. 
PROMPT:    Please  include  on! v  those  individuals  with  whom  you  work 
personally.  (READ  EACH  CATEGORY.    ZERO  IS  AN  ACCEPTABLE 
RESPONSE.) 


b. 
c. 

d. 
e . 
f . 

g- 


Medical  Assistants 
Registered  nurses 


Licensed  practical  or 
vocational  nurses 


Nurse  Practitioners 
Nurses  Aides/Assts. 
Physicians'  assts. 


99 

DON'T 

KNOW 

99 

DON'T 

KNOW 

99 

DON'T 

KNOW 

99 

DON'T 

KNOW 

99 

DON'T 

KNOW 

99 

DON'T 

KNOW 

Other  back  office 
staff  (e.g.  the  people 
who  work  with  you 
in  the  examining  room 
or  the  lab,  not  the 
front  office 
people) 


99    DON'T  KNOW 


Approximately  how  many  visits  do  you  provide  in  the  office  and 
hospital  in  an  average  week?    PROMPT:    Your  best  estimate  is 
fine.    INCLUDE  ALL  PRACTICE  SETTINGS.    RECORD  ACTUAL  NUMBER 
BELOW.    VALID  RANGE  IS  1  TO  300. 

WEEKLY  PATIENT  LOAD 


999    DON'T  KNOW 


3.      In  an  average  week,  approximately  how  many  hours  do  you  spend  in 
direct  patient  contact?    PROMPT:    Your  best  estimate  is  fine. 
INCLUDE  ALL  PRACTICE  SETTINGS.    RECORD  ACTUAL  NUMBER  BELOW. 
VALIDE  RANGE  IS  1  TO  140. 

  WEEKLY  HOURS  OF  DIRECT  PATIENT  CONTACT 


999    DON'T  KNOW 


4.      In  an  average  week,  approximately  how  many  hours  do  you 

personally  spend  on  the  telephone  in  matters  related  to  patient 
care?    This  includes  speaking  to  patients,  their  families,  and 
all  other  providers.    PROMPT:    Your  best  estimate  is  fine. 
RECORD  ACTUAL  NUMBER  BELOW. 


NUMBER  OF  TELEPHONE  HOURS  PER  WEEK 


98  LESS  THAN  ONE  HOUR 

99  DON'T  KNOW 
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When  scheduling  a  comprehensive  office  appointment  for  a  new  patient, 
approximately  how  much  time  do  you  allot  per  visit?    DO  NOT  READ. 
CIRCLE  ONLY  ONE  RESPONSE. 

1  15  MINUTES 

2  20  MINUTES 

3  30  MINUTES 

4  40  MINUTES 

5  45  MINUTES 

6  ONE  HOUR 

7  ONE  HOUR  AND  15  MINUTES 

8  ONE  HOUR  AND  30  MINUTES 

9  OTHER  (SPECIFY):   

10  DON'T  KNOW 


11       DON'T  SCHEDULE  COMPREHENSIVE  VISITS  FOR  NEW  PATIENTS. 
PROMPT:    What  do  you  do?  (SPECIFY): 


When  scheduling  a  routine  office  appointment  for  an  established 
patient,  approximately  how  much  time  do  you  allot  per  visit?    DO  NOT 
READ.    CIRCLE  ONLY  ONE  RESPONSE. 


1 

10  MINUTES 

2 

15  MINUTES 

3 

20  MINUTES 

4 

30  MINUTES 

5 

40  MINUTES 

6 

45  MINUTES 

7 

ONE  HOUR 

8 

ONE  HOUR  AND  15 

9 

ONE  HOUR  AND  30 

10 

OTHER  (SPECIFY) 

1! 

DON'T  KNOW 
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7.  On  average,  how  long  does  it  take  for  an  established  patient  to  get 
office  appointment  to  see  you.  for  a  non-emergent  problem?   DO  NOT 
READ.    ACCEPT  ONLY  ONE  RESPONSE. 

1  ONE  DAY  OR  LESS 

2  TWO-THREE  DAYS 

3  WITHIN  ONE  WEEK  (FOUR  TO  SEVEN  OAYS) 

4  BETWEEN  ONE  AND  TWO  WEEKS  (INCLUDE  TWO  WEEKS  HERE) 

5  BETWEEN  TWO  WEEKS  AND  ONE  MONTH 

6  MORE  THAN  ONE  MONTH 

7  DEPENDS  ON  CANCELLATIONS 

8  OTHER  (SPECIFY):   

9  DON'T  KNOW  |  

8.  On  average,  how  long  does  it  take  for  a  new  patient  to  get  an 
office  appointment  to  see  you  for  a  non-emergent  problem?    DO  NOT 
READ.    ACCEPT  ONLY  ONE  RESPONSE. 

1  ONE  DAY  OR  LESS 

2  TWO-THREE  DAYS 

3  WITHIN  ONE  WEEK  (FOUR  TO  SEVEN  DAYS) 

4  BETWEEN  ONE  AND  TWO  WEEKS  (INCLUDE  TWO  WEEKS  HERE) 

5  BETWEEN  TWO  WEEKS  AND  ONE  MONTH 

6  MORE  THAN  ONE  MONTH 

7  DEPENDS  ON  CANCELLATIONS 

8  NOT  ACCEPTING  NEW  PATIENTS  AT  THIS  TIME 

9  OTHER  (SPECIFY):   

10  DON'T  KNOW  |  

The  next  few  questions  are  for  statistical  purposes  only. 

9.  How  many  years  have  you  been  in  practice,  not  including 
residency?    PROMPT:    Your  best  estimate  is  fine. 

  YEARS  IN  PRACTICE 

99     DON'T  KNOW 

10.  What  is  your  age?    RECORD  ACTUAL  NUMBER  BELOW. 

  AGE 

99  REFUSED 

11.  RECORD  SEX  OF  RESPONDENT. 

1  MALE 

2  FEMALE 
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CHECK  SAMPLE  CARD  FOR  APPROPRIATE  SPECIALTY. 

IF  INTERNIST  ASK  0.12A 

IF  RHEUMATOLOGIST  ASK  Q.12B 

IF  UROLOGIST  ASK  0.12C 

IF  SPECIALTY  IS  GENERAL  INTERNAL  MEDICINE,  ASK: 
12a.  Are  you  a  member  of  the  .  .  . 

1  American  College  of  Physicians,  or 

2  American  Society  of  Internal  Medicine? 

3  NOT  A  MEMBER 

4  DON'T  KNOW 


CONTINUE  TO  RECRUITMENT  SCRIPT 


IF  SPECIALTY  IS  RHEUMATOLOGY.  ASK: 

12b.  Are  you  a  member  of  the  American  College  of  Rheumatology? 

1  YES 

2  NO   ►        PROMPT:    Are  you  a  member  of 

the  American  Rheumatism 
Association?    IF  YES,  CODE  AS  1 

3  DON'T  KNOW 


CONTINUE  TO  RECRUITMENT  SCRIPT 


IF  SPECIALTY  IS  UROLOGY.  ASK: 

12C.  Are  you  a  member  of  the  American  Urological  Association? 

1  YES 

2  NO 

3  DON'T  KNOW 


CONTINUE  TO  RECRUITMENT  SCRIPT 


CLOSING  STATEMENT  AFTER  RESPONDENT  COMMENTS 

Your  comments  have  been  noted  and  are  appreciated.  Once  again,  thank 
you  for  your  participation. 


131 


RECRUITMENT  SCRIPT 


I  am  pleased  to  tell  you  that  you  have  satisfied  the  screening 
criteria  for  participation  in  the  log-diary  survey.    As  the  letters 
you  received  from  the  (READ  NAME  OF  SPECIALTY  SOCIETY)  and  the 
Commission  described,  this  survey  will  obtain  information  from 
physicians  and  their  staffs  about  the  time  and  effort  Involved  in 
providing  evaluation  and  management  services  for  patients.  This 
information  is  essential  for  the  development  of  sound  physician 
payment  policy.    It  will  be  used  by  the  Commission  to  improve  coding 
for  visits  and  consultations  so  that  future  payment  for  these  services 
will  reflect  the  work  involved.    Physicians  who  participate  in  the 
survey  will  have  a  direct  impact  on  the  Commission's  policy  decisions. 

I  certainly  hope  you  will  agree  to  participate.    Busy,  practicing 
physicians  who  were  identified  by  (READ  NAME  OF  SPECIALTY  SOCIETY) 
worked  closely  with  the  Commission  to  develop  survey  forms  that  can  be 
used  in  different  practice  settings.    Most  of  the  physicians  who 
participated  in  the  pilot  study  completed  all  55  forms  in  three  or 
four  days  and  reported  that  each  form  takes  less  than  three  minutes  to 
complete.    Let  me  reiterate  that  all  physician  and  patient  information 
obtained  in  the  survey  will  be  held  in  the  strictest  confidence. 

R.l    Would  you  be  willing  to  work  with  us  on  this  important  project? 

1  YES 

2  NO 

3  DON'T  KNOW 


IF  "2"  OR  "3"  ON  Q.R1.  ASK: 

R2.     PROBE:    Are  you  sure?    Would  you  like  to  speak  to  someone 
who  could  tell  you  more  about  the  study?    I  will  have 
someone  from  Birch  &  Davis  Associates,  Inc.  call  you  to 
discuss  the  study.    What  would  be  a  convenient  date  and 
time? 

1  YES   ►  CODE  AS  CALLBACK  (  ) 

  DATE 

  TIME 

2  NO   ►   THANK  AND  TERMINATE  (CODE  AS  ) 


You  will  receive  a  package  within  the  next  three  days  containing  all 
of  the  materials  you  will  need  to  participate  in  this  project. 

May  I  confirm  your  full  name,  title,  and  mailing  address  so  that  I  can 
send  you  the  package  of  materials.    (DO  NOT  ACCEPT  A  P.O.  BOX.  MAKE 
CHANGES,  IF  NEEDED.)    PULL  DATA  FROM  SAMPLE  TAPE. 

READ 


NAME: 


TITLE:   

STREET  ADDRESS: 


CITY:    STATE:    ZIP: 
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May  I  also  have  the  name  of  an  individual  in  your  office  whom  we  might 
contact  in  a  few  days  to  ensure  that  you  have  received  the  package  of 
materials?    PROMPT  IF  NEEDED:    We  would  like  the  name  of  the  person 
who  is  responsible  for  sorting  your  mail. 

NAME:   


2  RESPONDENT  IS  ONLY  CONTACT 

3  REFUSED/DON'T  KNOW 


R3.    You  will  be  using  clipboards  with  attached  digital  watches  to 
record  accurate  times  for  your  services.    To  be  sure  that  you 
have  enough  clipboards,  could  you  please  tell  me  how  many 
examining  rooms  you  use  on  a  daily  basis?    Please  include  all 
locations  in  which  you  may  see  patients. 

  Number  of  rooms.    Send  (?)  1  clipboard  per  room. 


We  would  like  you  to  begin  the  log-diary  survey  on   

1989.    Would  this  be  convenient  for  you? 

1  YES 

2  NO  ►      What  date  would  be  convenient?  RECORD 

CONVENIENT  START  DATE  BELOW. 


START  DAY:  DATE: 


Please  feel  free  to  call  the  PPRC  Helpline.    Dial  (1-800-322-7020), 
then  enter  the  numbers  176729  if  you  have  any  questions.    Thank  you  so 
much  for  participating  in  this  project.    We  look  forward  to  working 
with  you. 


133 


APPENDIX  C 


ENCOUNTER  FORMS 


Note:  Forms  given  to  participants  were  8  1/2  by  14  inches. 


Survey  Of  Visits  And  Consultations 


1.  Dale:  /  /  

mo        4m,  r»ar 

2.  Patient  Date  Of  Birth:  /_ 

cno  «•» 

3  Patient  Sex:  □  Male 


Vlslt/Consultatlon  Services 
Only  um  th»  tin**  you  n**d. 


4.  Type  Ol  Patient:      □  New 


Q  EstabUthM 


□  Female 


5.  Place  Ot  Service:    O  Oflice/OPD  □  Inpatient 

Hospital 

6.  Visit  start  time: 

 :         □  A.M.  □  P.M. 


Provider 


Physician 


Start 
Tim* 


Stop 
Tim* 


Other  Providers 


Cod* 


Start 
Time 


Slop 
Tim* 


7.  Review  ol  records  ot 

— 

01 

a 

ot 

—  — : 

8.  History  and  exam  lor  this  visit  Ot 

—   — : 

—  — i 

— 

ot 

ot 

01 

9.  Patient  and/or  family  counseling  ot 

ot 

10.  Charting,  and  dictation  oi 

01 

01 

11.  Contact  with  other  providers  oi 

ot 

01 

12.  Clinical  contact  with  house  staff  oi 

13.  Schedule  Drocedures/hosottal  oi 

admissions  and/or  obtain  results  oi 

14.  Interruptions  and  delays  01 

during  one  of  the  services  ot 

listed  above  ot 

01 

15  Other  is~o».i  01 

01 

01 

1 6.  Does  this  patient  have  disabling  cognitive 
impairment  or  chronically  need  help  with 
eating,  toileting,  bathing,  or  transferring  from 
a  bed  or  chair?        Q  Yes         □  No 


17.  Did  you  evaluate  this  patient  for  a  new  problem 
during  this  visit?       QYes  CJNo 


18.  Did  another  physician  refer  this  patient  to  you 
lor  the  problem  addressed  during  this  visit? 

□  Yes  □  No 

19.  List  the  CPT  visit/consultation  code  billed  for 
this  visit:  


20.  Visit  stop  time: 


  □  A.M. 


□  P.M. 


21 .  Estimate  the  number  of  minutes  you  and  your 
employees  spent  before  today  and  will  spend 
after  today  providing  evaluation  and  management 
services  related  to  this  visit. 

Phytldan    jOtfktr  ProvkMn 
MhuM 

a.  Reviewing  records 

b.  Talking  to  patient/family 

c.  Charting  and  dictation 

d.  Contacting  providers 

e.  Scheduling/results 
I.  Other  (Sp»cn»)  


Total  Estimated  Time! 


NOTE:  Ou»tHon$  M  and  S3  nlm  to  PHYSICIAN  work  only. 

22.  Compare  the  work  of  ALL  of  the  physician 
evaluation  and  management  services  related  to 
this  visit  (Hems  7-15  and  Hem  21)  with  the  work 
value  ot  the  vignette  described  below.  

23.  What  percentage  of  the  total  physician  work 
in  Hem  22  did  you  perform  TODAY 

(Kerns  7-15)?  % 


It  you  r*cord  phytldan  Dm*  In  Mem  21.  j 
H*m  23  mutt  b*  l*a*  than  100%. 


DETACH  ORIGINAL  HERE  ■  KEEP  ENTIRE  YELLOW  COPY  FOR  YOUR  FTLES 


PHYSICIAN  WORK  VIGNETTE 
Initial  ollice  evaluation  of  a  70-year-old  male  for  the 
•Magnosis  and  management  of  painless  gross  hematuria. 
Services  provided  by  the  physician  Include  a 
problem-specific  history  and  physical,  counseling  of  the 
patient,  arrangement  for  an  outside  IVP,  and  contact  with 
a  urologist  to  arrange  lor  a  cystoscopy. 

These  services  have  been  given  a  work  value  of  100.  In 
question  22.  compare  your  work  with  the  vignette.  If,  for 
example,  the  services  you  are  comparing  with  the 
vignette  involve  twice  as  much  work,  give  them  a  value 
of  200.  If  the  services  you  are  comparing  involve  half  as 
much  work,  give  them  a  value  ol  50. 


Patient  Name . 

Record  No.  

Notes:  


Physician  Payment  Review  Commission 


6/16789 
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Survi 


> 

o 
o 

o 

< 
P 

sc 


•sits  And  Consultations 


-/  / 


1.  Dale.. 
2  Patient  Dale  Ot  Birth:  /  _ 

mo  day 

3.  Patient  Sex:  Q  Male 


4.  Type  Ot  Palienl:      □  New 


□  E.i. 


□  Female 


5.  Place  Ot  Service:     □  Otlice/OPD  □  Inpatient 

Hospital 

6.  Visit  start  time: 

 :        Dam  □  PM 


Provider 


VlsU/Contultatlon  Services 
Only  UN  Hw  lliwt  you  need. 


Physician 


Other  Pioviders 


Sim 
Tlma 


Stop 
Tim* 


Start 
Tim* 


Slop 
Tim* 


7  R©vi0w  of  rocords 

01 

- 

01 

 ' 

     ; 

     ' 



01 



p    L-liefrtrw  an/I  ov arn  Im*  tttic  uteif 

01 

01 



     . 



01 

-   





01 





9  Patient  and/or  tamily  counseling 

01 

01 

10.  Charting  and  dictation 

01 

01 

01 

1 1 .  Contact  with  other  providers 

01 

01 

01 

12.  Clinical  contact  with  house  stall 

01 

13.  Schedule  procedures/hospital 

01 

admissions  and/or  obtain  results 

01 

14.  interruptions  and  delays 

01 

during  one  of  the  services 

01 

listed  above 

01 

01 

15  Other  rs~dhi 

01 

01 

01 

16.  Does  this  palient  have  disabling  cognitive 
impairment  or  chronically  need  help  with 
eating,  toileting,  bathing,  or  transferring  Irom 
a  bed  or  chair?        □Yes  [JHo 

17.  Did  you  evaluate  this  patient  tor  a  new  problem 
during  this  visit?       QYes  QNo 


18.  Did  another  physician  reler  this  patient  to  you 
lor  the  problem  addressed  during  this  visit? 

□  Yes  □No 

19.  List  the  CPT  visit/consultation  code  billed  tor 
this  visit:   


20.  Visit  stop  time: 

 :         □  A.M. 


□  P.M. 


21 


Total  Estimated  Time 


Estimate  the  number  ot  minutes  you  and  your 
employees  spent  before  today  and  will  spend 
alter  today  providing  evaluation  and  management 
services  related  to  this  vlsltL_   

Phy»W«n   \Othtr  ProvkJtn 


a  Reviewing  records 

b.  Talking  to  patient/family 

c.  Charting  and  dictation 

d.  Contacting  providers 

e.  Scheduling/results 

f.  Other  tsp*dw  


NOTE:  OiHtfon*  22  and  23  nler  to  PHYSICIAN  work  only. 

22.  Compare  the  work  ot  ALL  of  the  physician 
evaluation  and  management  services  related  to 
this  visit  (Items  7-15  and  Item  21)  with  the  work 
value  of  the  vignette  described  below.  

23.  What  percentage  of  the  total  physician  work 
In  Item  22  did  you  perform  TODAY 

(Hems  7-1 5)?  % 


It  you  record  physician  lima  In  Item  21, 
Htm  23  mutt  ba  lasa  than  100%. 


DETACH  ORK3NAL  HERE  -  KEEP  ENTIRE  YELLOW  COPY  FOR  YOUR  FIES 


PHYSICIAN  WORK  VIGNETTE 
Follow-up  visit  tor  a  40-year-old  mother  ot  three  children 
with  ARA  anatomical  Stage  III.  ARA  functional  Class  III, 
r  leumatokJ  arthritis.  Patient  has  been  on  methotrexate 
therapy  with  deteriorating  function,  and  now  returns  for  a 
modification  of  her  dose.  Services  provided  by  the 
physician  include  a  problem-specific  history  and 
physical,  counseling  with  review  ot  drug  toxicity,  report  to 
referring  physician,  and  arrangement  for  laboratory  and 
X-ray  studies. 

These  services  have  been  given  a  work  value  of  100.  In 
question  22,  compare  your  work  with  the  vignette.  If  for 
example,  the  services  you  are  comparing  with  the 
vignette  Involve  twice  «>s  much  work,  give  them  a  value 
of  200.  If  the  services  you  are  comparing  Involve  half  as 
much  work,  give  them  a  value  of  50. 

Physician  Payment  Review  Commission 


Patient  Name . 
Account  No.  _ 
Notes:  
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Survey  Of  Visits  And  Consultations 


1.  Date:. 


 /  

0*1  »•*< 


4.  Type  Of  Patient:      □  New 


Q  EtuWehod 


2.  Patient  Date  01  Birth:  /  /  

3.  Patient  Sex:  □  Male       □  Female 


5.  Place  Ol  Service:    □  OHice/OPD  Q  Inpatient 

Hospital 

6.  visit  start  time: 

 :        DA.M.  □  P.M. 


Provider 


Visll/Consultatlon  Service* 
Only  at*  Iht  lln»»  you  nMd. 


Physician 


Start 

TITOS 


Stop 
TMtm 


Other  Providers 


Sun 
Time 


Stop 


7.  Review  ot  records                         01  s 

• 

—  — i 

— 

01  : 

01  : 

8.  History  and  exam  lor  this  visit  01 

: 

—   — ; 

oi  : 

—  — : 

—   — : 

01  : 

: 



= 

01  : 

—  — '. 

—   — \ 

9.  Patient  and/or  family  counseling  01 

—  i 

—   — * 

01  ° 

—  — 

10.  Charting  and  dictation  01 

01 

01 

1 1 .  Contact  with  outside  providers  01 

01 

01 

1 2.  Clinical  contact  with  house  staff  01 

13.  Schedule  procedures/hospital  01 

admissions  and/or  obtain  results  01 

14.  Interruptions  and  delays  oi 

during  one  of  the  services  oi 

listed  above  oi 

01 

15.  Other  isomm  01 

01 

01 

1 6.  Does  this  patient  have  disabling  cognitive 
impairment  or  chronically  need  help  with 
eating,  toileting,  bathing,  or  transferring  from 
a  bed  or  chair?        Q  Yes         □  No 

1 7.  Did  you  evaluate  this  patient  (or  a  new  problem 
during  this  visit?       QYes  □No 

18  Did  another  physician  refer  this  patient  to  you 
tor  the  problem  addressed  during  this  visit? 

□  Yes         Q  No 


19.  Complete  19a  or  19b 

a.  Check  here  if  visit  is  Included  in  a  global 
surgical  fee  Q 

OR 

b.  List  the  CPT  visit/consultation  code  billed  for 
this  visit:   


20.  Visit  Stop  time: 


□  A.M. 


□  P.M. 


21 .  Estimate  the  number  of  minutes  you  and  your 
employees  spent  before  today  and  will  spend 
after  today  providing  evaluation  and  management 
services  related  to  this  visit. 


a.  Reviewing  records 

b.  Talking  to  patient/family 

c.  Charting  and  dictation 

d.  Contacting  providers 

e.  Scheduling/results 

f.  Other  (Spoovi  


Total  Estimated  Tims 


Physldan 

Unurn 


Otw  ProvUft 


NOTE:  OunHoni  22*nd  23  ttlt  to  PHYSICIAN  war*  only. 

22.  Compare  the  work  of  ALL  ol  the  physician 
evaluation  and  management  services  related  to 
this  visit  (Hems  7-15  and  Item  21)  with  the  work 
value  of  the  vignette  described  below.  

23.  What  percentage  of  the  total  physician  work 
in  Hem  22  did  you  perform  TODAY 

(Items  7-15)7  % 


I  you  raoord  phytldan  dm*  In  Hem  21, 
torn  23  mutt  be  leu  than  100%. 


DETACH  ORNMM.  HEBE  -  KEEP  ENTIRE  VEU.OW  COPY  FOB  YOU*  FUES 


PHYSICIAN  WORK  VIGNETTE 
Initial  office  evaluation  of  a  70-year-old  male  who  was 
referred  by  his  internist  for  the  diagnosis  and 
management  of  painless  gross  hematuria.  Services 
provided  by  the  urologist  include  review  ol  referring 
physician's  note,  review  ol  outside  IVP,  complete  history 
and  physical  examination,  counseling  of  patient  and 
family  about  the  differential  diagnosis  and  future 
cystoscopy,  and  phone  call  to  referring  physician. 

These  services  have  been  given  a  work  value  of  100.  In 
question  22,  compare  your  work  with  the  vignette.  If,  for 
example,  the  services  you  are  comparing  with  the 
vignette  involve  twice  as  much  work,  give  them  a  value 
of  200.  If  the  services  you  are  comparing  involve  half  as 
much  work,  give  them  a  value  of  50. 


Patient  Name . 

Record  No.  

Notes:  


Physician  Payment  Review  Commission 
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APPENDIX  D 
INSTRUCTION  BOOKLET 


Note:  Version  given  to  participants  was  8  1/2  by  5  1/2  inches  and  spiral  bound. 
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APPENDIX  E 


ESTIMATE  OF  TOTAL  TIME 
FOR  BENCHMARK  VIGNETTE 


Physician  Name  \   Practice  No.  

As  part  of  the  PPRC  Survey  of  Visits  and  Consultations,  we  asked  you  to 
compare  the  work  of  your  visits  with  the  work  of  the  following  vijmette: 

Initial  office  evaluation  of  a  70-year-old  male  wfao  was  referred  by  his  internist  tor  the  diagnosis  and 
management  of  painless  gross  hematuria.  Services  provided  by  the  urologist  include  review  of 
referring  physician's  note,  review  of  outside  IVP,  complete  history  and  physical  examination, 
counseling  of  patient  and  family  about  the  differential  diagnosis  and  future  cystoscopy,  and  phone 
can  to  referring  physician. 

How  many  minutes  would  it  take  you,  the  physician,  to  provide  all  of  the  services 
specified  in  this  vignette?  (Note:  Some  of  these  services  will  be  provided  when 
the  patient  is  present  and  some  may  be  provided  when  the  patient  is  not 
present.) 

minutes 


Physician  Name   Practice  No.  

As  part  of  the  PPRC  Survey  of  Visits  and  Consultations,  we  asked  you  to 
compare  the  work  of  your  visits  with  the  work  of  the  following  vignette: 

Follow-up  visit  for  a  40-year  old  mother  of  three  children  with  ARA  anatomical  Stage  III,  ARA 
functional  Class  III,  rheumatoid  arthritis.  Patient  has  been  on  methotrexate  therapy  with 
deteriorating  function,  and  now  returns  for  a  modification  of  her  dose.  Services  provided  by  the 
physician  include  a  problem-specific  history  adn  physidal,  counseling  with  review  of  drug  toxicity, 
report  to  referring  physician,  and  arrangement  for  laboratory  and  X-ray  studies. 

How  many  minutes  would  it  take  you,  the  physician,  to  provide  all  of  the  services 
specified  in  this  vignette?  (Note:  Some  of  these  services  will  be  provided  when 
the  patient  is  present  and  some  may  be  provided  when  the  patient  is  not 
present.)  4 


minutes 


Physician  Name   Practice  No.  

As  part  of  the  PPRC  Survey  of  Visits  and  Consultations,  we  asked  you  to 
compare  the  work  of  your  visits  with  the  work  of  the  following  vignette: 

Initial  office  evaluation  of  a  70-year-old  male  for  diagnosis  and  management  of  painless  gross 
hematuria.  Services  provided  by  the  physician  include  a  problem-specific  history  and  physical, 
counseling  of  the  patient,  arrangement  for  an  outside  TVP,  and  contact  with  a  urologist  for  a 
cystoscopy. 

How  many  minutes  would  it  take  you,  the  physician,  to  provide  all  of  the  services 
specified  m  this  vignette?  (Note:  Some  of  these  services  will  be  provided  when 
the  patient  is  present  ana  some  may  be  provided  when  the  patient  is  not 
present.) 

minutes 
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APPENDIX  F 
PRACTICE  INTERVIEW 


PPRC  Survey  of  Visits  and  Consultations 
Practice  Form  Questionnaire 

Date: 


Physician  Name:   Practice  Number: 


Interviewer  Name: 


1.      Did  you   and  your   staff   read   the   Instruction   Booklet  and 
complete  the  practice  forms? 

a.  Yes    Go  to  2. 


b.   No     Reschedule  the  survey  start  date  to  allow  time 

for  the  physician  to  read  the  Instruction  Booklet  and 
complete  the  practice  forms.  Schedule  a  telephone 
appointment  with  the  physician  to  review  the  forms  before 
the  new  start  date.  If  at  all  possible,  do  not 
reschedule  the  start  date  for  more  than  two  days  after 
the  original  start  date.  It  is  very  important  that  ve 
get  survey  data  in  a  timely  fashion. 

Emphasize  to  the  physician  that  the  whole  process  is  much 
easier  if  she/he  practices  in  advance  and  reviews  a  few 
key  items  with  us.  Also  point  out  that  reviewing  the 
forms  with  the  physician  helps  us  make  sure  that  the 
physician  understands  how  to  fill  out  the  forms 
correctly.  We  would  hate  to  waste  the  physician's  time 
because  we  did  not  explain  something  clearly  in  the 
Instruction  Booklet. 

If  the  physician  does  not  agree  to  schedule  a  new 
telephone  interview  and  you  feel  you  cannot  handle  the 
situation,  politely  end  the  telephone  call  and  notify 
Ruth  Martin  or  Ann  Bowler. 

End  the  call . 

Ask  the  physician  to  look  at  the  practice  forms  that  she/he 
completed  and  you  will  review  a  few  key  items  on  the  forms. 

2.       ?        Are  items  6  (Office  Visit  Start  Time)  and  item  20  (Office 
Visit  Stop  Time)  filled  in  on  all  the  forms? 

(1)   Yes    Go  to  2.b. 
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(2)   No    Find  out  why  the  start  and  stop  times  were 

not  filled  out.  Emphasize  the  importance  of  filling 
out  the  start  and  stop  times.  Review  2.b.,  if 
appropriate.    Go  to  3. 

b.      When  were  these  times  filled  in? 

(1)  If  done  correctly,  go  to  3. 

(2)  If  not  done  correctly,  review  the  following.  The 
receptionist  or  the  nurse  records  the  office  visit 
start  time  when  the  patient  is  escorted  from  the 
waiting  room.  This  should  not  include  waiting  room 
time,  but  can  include  waiting  time  in  the  examining 
room,  lab  area,  and/or  x-ray  area.  The  nurse, 
receptionist,  or  billing  clerk  records  the  time  when 
the  patient  checks  out  with  the  billing  clerk  or 
receptionist.  This  may  not  be  the  time  that  the 
patient  leaves  the  office  if  he/she  waits  for  a 
ride,  sees  another  doctor,  etc. 

Remind  the  physician  that  these  items  do  not  apply  to 
hospital  visits,  although  there  is  no  harm  done  if  they 
are  filled  in. 

Ask  the  physician  to  pick  one  form  and  read  the  start  and  stop 
times  for  the  physician  services  on  the  form. 

a.  If  the  physician  reads  you  elapsed  times,  not  start  and 
stop  times,  find  out  what  he/she  recorded  on  the  form. 
If  the  physician  recorded  elapsed  times,  explain  that  we 
must  require  that  the  physician  and  office  staff  members 
record  the  actual  start  and  stop  times.  We  cannot  use 
forms  that  have  elapsed  times. 

Ask  the  physician  to  fill  out  two  more  practice  forms  and 
schedule  a  follow-up  telephone  call.  However,  continue 
this  interview.    Go  to  4. 

b.  Were  these  actual  start  and  stop  times,  or  did  you 
reconstruct  them  after  the  visit. 

(1)    Actual  times.    Go  to  3.c. 

(2)   Reconstructed.    Explain  to  the  physician  that 

we  cannot  use  reconstructed  times.  We  must  have 
actual  start  and  stop  times. 

Ask  the  physician  to  fill  out  two  more  practice 
forms  and  schedule  a  follow-up  telephone  call. 
However,  continue  this  interview.     Go  to  4. 
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Did  you  use  the  digital  clock  on  the  clipboard  to  record 
these  times? 

(1)   Yes    Go  to  3.d. 

(2)   No    Review  that  these  clocks  must  be  used  in 

the  survey.  The  clocks  have  been  synchronized  with 
one  another.  Wristwatches  and  office  clocks  have 
not  been  synchronized  with  one  another  or  with  the 
digital  clocks. 

Did  you  have  any  problems  with  the  clocks? 

(1)   Yes    Find  out  what  the  problems  were  and  if  we 

need  to  send  new  clocks.    Go  to  3.e. 

(2)   No     Remind  physician  that  if  she/he  has  any 

problems  to  call  us  and  we  will  send  new  clocks. 

Did  any  of  your  start  and  stop  times  include  services 
that  were  billed  separately  from  the  visit,  such  as  lab 
tests,  X-rays,  injections,  EKGs,  etc.? 

(1)   Yes     Emphasize  that  the  physician  and  office 

staff  should  not  include  any  time  associated  with 
these  services  on  the  survey  form  and  should  not 
include  these  services  in  the  physician  work 
estimate  in  items  22.    Go  to  3. f. 

(2)   No.    That  is  correct.  We  want  to  be  sure  that 

these  types  of  services  are  not  included  in  the 
recorded  times.  Go  to  3.f. 

Were  you  interrupted  while  you  were  providing  any  of  the 
services? 

(1)   Yes    Find  out  how  the  physician  recorded  the 

interruption.  If  it  was  not  done  correctly,  review 
the  instructions  in  3.f. (2)    Go  to  4. 

(2)   No  Review     the     two     ways     to  record 

interruptions : 

•  Record  the  start  time  of  the  activity,  record  the 
start  time  of  the  interruption  (item  14)  ,  record  the 
stop  time  of  the  interruption,  record  the  stop  time 
of  the  activity. 

•  Record  the  time  the  activity  started,  record  the 
time  the  activity  stopped  due  to  the  interruption. 
The  interruption  occurs  without  being  recorded  since 
it  does  not  apply  to  the  patient.     Record  the  new 


201 


start  time  of  the  activity  after  the  interruption, 
record  the  new  stop  time  of  the  activity. 

If  this  is  method  is  used,  the  physician  does  not 
record  anything  in  item  14. 

4.  Did  you  ever  provide  two  activities  simultaneously,  such  as 
performing  the  history  and  physicial  and  charting? 

a.   No    Review  briefly  that  the  physician  should  only 

record  the  most  important  of  the  two  simultaneous 
activities.  Therefore,  if  she/he  charts  while  performing 
the  physical  examination,  the  start  and  stop  times  should 
be  listed  for  the  physical  examination.  If  the  physician 
gives  brief  instructions  to  the  patient  while  performing 
the  physical  examination,  start  and  stop  times  should  be 
listed  for  the  physical  examination.      Go  to  5. 

b.   Yes    Review  how  the  physician  did  this.     If  it  is 

not  consistent  with  the  instructions  in  4. a.,  review. 

5.  Do  you  have  any  employees  who  perform  amy  of  the  services 
listed  on  the  survey  form,  such  as  a  nurse  practitioner, 
physician's  assistant,  nurse,  medical  assistant? 

a.   No    Go  to  6. 


b.      _  Yes 

(1)     Did  any  of  these  employees  record  start/stop  times 
on    the  practice  forms? 

(a)   Yes     Review  how  the  employees  recorded 

their  Provider  Codes  and  the  service  start  and 
stop  times  on  the  survey  forms.  Find  out  if 
there  were  any  problems.    Go  to  6. 

(b)   No     Find  out  why  not.     Review  how  the 

employees  should  record  their  Provider  Codes 
and  service  start  and  stop  times  on  the  survey 
forms  during  the  survey. 

6.  Did  you  and  one  of  your  employees  provide  any  services 
simultaneously  for  a  practice  form  patient?  For  example,  when 
you  were  dictating  a  chart  note,  the  nurse  was  calling  a 
prescription  to  the  pharmacy? 

a.   No    Review  how  to  use  the  Supplemental  Log  form  in 

case  this  happens. 
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•  The  provider  who  does  not  have  the  survey  form 
available  for  recording  start  and  stop  times  can 
record  these  times  on  the  Supplemental  Log  form. 

•  The  provider  must  then  transcribe  the  information 
onto  the  patient's  survey  form  as  soon  as  possible. 
Go  to  7. 

b.   Yes.    Make  sure  that  the  physician  and  employee  used 

the  Supplemental  Log  form  correctly.  If  not,  review  the 
instructions. 


7.  Did  you  or  your  employees  record  start  and  stop  times  for 
services  you  provided  on  the  day  of  the  visit  when  the  patient 
was  not  in  the  office? 

a.   Yes.    what  were  these  services?    Make  sure  that  the 

physician  understands  that  we  want  the  physician  to 
record  start/stop  times  for  all  of  the  services  that 
she/he  provided  on  the  day  of  the  visit,  whether  or  not 
the  patient  was  in  the  office  at  the  time.    Go  to  8. 

b.   No    Ask  the  physician  if  he/she  ever  provides  any 

of  the  following  services  on  the  day  of  the  visit  before 
the  patient  arrives  in  the  office  or  after  the  patient 
leaves  the  office:  reviewing  records,  dictating  chart 
notes,  completing  referral  paperwork,  contacting  other 
providers . 

(1)   Yes     Explain  that  the  physician  and/or  the 

office  employees  should  record  actual  start  and  stop 
times  for  these  activities  if  they  occur  on  the  day 
of  the  visit.    Go  to  8. 

(2)   Ho 

8.  Did  you  have  any  problems  understanding  the  questions  about 
patient  impairment  (item  16)  ,  new  problem  (item  17) ,  or 
referral  from  another  physician  (item  18)? 

a.  Yes    Review  the  problem  and  provide  guidance.  Key 

points  are: 

•  Under  patient  impairment  (item  16) ,  "yes"  should  be 
checked  if  the  patient  has  any  one  of  the 
disabilities  listed. 

•  Under  new  problem  (item  17),  "yes"  should  be  checked 
if  the  problem  is  new  to  the  physician  (the 
physician  considered  a  new  differential  diagnosis) . 
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•  Under  physician  referral  (item  18),  "yes"  should  be 
checked  for  both  initial  and  follow-up  visits  for 
the  referred  problem. 


Go  to  9. 
b.   No 

Please  read  me  the  CPT  codes  that  you  listed  in  item  19  on 
all  of  the  practice  forms.  (Record  them  on  the  practice 
survey  form.) 

a.  If  the  physician  does  not  list  a  survey  code  for  one  of 
the  visits,  review  the  instructions  with  the  physician. 
Emphasize  that  we  are  only  surveying  separately-billed 
office  visits,  hospital  visits,  and  consultations.  Go 
to  9.b. 

b.  If  the  physician  lists  other  codes  (e.g.,  lab  codes),  in 
addition  to  the  survey  code,  make  sure  that  the  physician 
and/or  employees  did  not  record  any  time  associated  with 
the  provision  of  these  services,  and  that  the  physician 
did  not  include  these  services  in  the  physician  work 
estimate  (item  22) . 


Did  you  record  any  estimated  times  in  item  21  ? 

a.   No    This  refers  to  services,  such  as  reviewing  the 

patient* s  previous  records  before  the  day  of  the  visit; 
reviewing  X-ray  reports  and  lab  results  several  days 
after  the  visit;  reviewing  test  results  with  the  patient 
on  the  telephone;  talking  with  family  members,  etc. 

(1)     Do  you  ever  provide  such  services  before  or  after 
the  the  day  of  the  visit? 

(a)   Yes    In  item  21,  you  should  estimate  the 

amount  of  time  that  you  spent  before  the  day 
of  the  visit  and  are  likely  to  spend  after  the 
day  of  the  visit  providing  these  services 
related  to  this  visit.  You  may  want  to  look 
at  the  actual  times  that  you  recorded  on 
several  survey  forms  for  similar  activities  to 
help  you  estimate  times  more  accurately. 

(b)   No    Go  to  11. 

b.   Yes 

(1)     Please  read  the  physician  services  and  estimated 
times  from  one  of  the  practice  forms.  Now  please 
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read  the  employee  services  and  estimated  times. 
(Record  on  practice  survey  form) 

(a)  Which  of  these  services  did  you  and  your 
employees  provide  before  the  day  of  the  visit 
and  which  did  you  and  your  employees  provide 
after  the  day  of  the  visit?  (Make  sure  that 
the  physician  and  employees  did  not  use  item 
21  to  record  times  for  any  services  that  were 
provided  on  the  day  of  the  visit.  These  should 
be  recorded  under  items  7-15) . 

(b)  Did  you  have  any  problems  estimating  these 
times? 

(1)   Yes    Discuss  problems.  Emphasize: 

•  That  the  physician  should  only  list 
estimated  times  for  services  that  are 
likely  to  occur  (not  unanticipated 
complications. 

•  It  is  difficult  to  estimate  times 
accurately.  The  physician  may  find  it 
helpful  to  look  at  the  start  and  stop 
times  recorded  for  similar  services  on  the 
survey  forms  to  improve  the  accuracy  of 
the  estimates. 

Go  to  11. 

(2)  No  Very  briefly  discuss  second 
bullet. 

Did  you  have  any  problems  understanding  the  physician  work 
vignette  listed  in  the  lower  left-hand  corner  of  the  form? 

a.   Yes    Review  the  problems.    Key  points  are: 

•  The  vignette  reflects  only  physician  work/  not  the 
work  of  any  employees.  The  physician  should  assume 
that  the  physician  in  the  vignette  performed  all  of 
the  listed  activities. 

•  The  vignette  is  not  necessarily  a  "typical"  internal 
medicine  office  visit.  For  most  physicians,  it 
involves  more  work  than  their  routine  visits. 

Go  to  11. c. 

fe   No    How  does  this  vignette  compare  to  a  "typical" 

or  "routine"  visit  in  your  office?    (For  most  physicians 
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the  vignette  involves  more  work  than  their  routine 
visits. 

c.  Read  me  the  work  value  listed  in  item  22. a.  (Record  this 
on  the  practice  survey  form.) 

(1)  Am  I  correct  in  assuming  that  you  estimated  the  work 

of  this  visit  to  be    times  the  work  of  the 

vignette? 

(2)  Does  this  estimate  of  work  apply  only  to  the 
services  that  you  provided? 

(a)   _Yes    Go  to  11. c.  (3) 

(b)   No   Explain  that  employee  services  should 

not  be  included  in  the  work  estimate. 

(3)  Did  this  estimate  include  all  of  your  EM  services, 
including  those  provided  on  the  day  of  the  visit 
(items  7-15)  and  those  provided  before  and  after  the 
visit  (item  21)? 

(a)   Yes    Go  to  11. c.  (4) 

(b)   No       Review    that    the    estimate  should 

include  all  of  the  physician* s  evaluation  and 
management  services  related  to  this  visit  or 
consultation* 

(4)  Did  your  estimate  of  work  include  the  work  involved 
in  performing  any  technical  procedures  of  other 
services  for  which  you  billed  separately? 

(a)   Yes    Find  out  if  the  physician  included 

time  related  to  these  services  in  items  7-15, 
and  21.  Emphasize  that  time  and  work  should 
be  recorded  only  for  the  evaluation  and 
management  services  related  to  this  visit  or 
consultation.    Go  to  11. d. 

(b)   No 

d.  Please  read  your  response  to  item  22.b.    Am  I  correct  in 

assuming  that   percent  of  your  work  was  related  to 

the  services  that  you  provided  on  the  day  of  the  visit? 

(1)   Yes    Go  to  12. 

(2)   No    Review  the  instructions  with  the  physician 


Do  you  make  hospital  visits? 
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a. 


No    Go  to  13. 


b.   Yes       Did    you    complete    any    practice    forms  for 

hospital  visits? 

(1)   No     Encourage  the  physician  to  fill  out  at 

least  one  practice  form  for  a  hospital  visit  before 
the  survey  begins.  The  process  of  filling  out  the 
form  is  slightly  different  from  filling  out  a  form 
during  an  office  visit.     Go  to  12.b.(2)(b) 

(2)   Yes 

(a)  Ask  the  physician  if  there  were  any  problems 
with  the  hospital  practice  forms.  If  there 
were,  review  the  problems. 

(b)  MaXe  sure  that  the  physician  understands  the 
following  points: 

•  Hospital  employees  should  not  record  their 
time  on  the  form 

•  The  physician* a  employees  should  record 
their  time  on  the  form — this  will  probably 
only  apply  when  the  physician  employs  a 
nurse  practitioner  or  physician  assistant 
who  rounds  in  the  hospital. 

•  The  physician  should  only  fill  out  a 
survey  form  for  a  hospital  visit  for  which 
he/she  bills.  He/she  should  not  fill  out 
a  survey  form  for: 

A  visit  that  is  included  in  a  global 
surgical  fee; 

A  visit  that  is  included  in  a 
procedure  fee;  and 

A  visit  that  is  part  of  a  teaching 
program  (teaching  rounds,  grand 
rounds,  morning  report,  evening 
report,  etc. )  for  which  the  physician 
does  not  bill  the  patient  or 
patient*s  insurance  company. 

Would  you  exclude  any  types  of  patients  or  visits  when 
completing  the  survey  forms? 


a. 


No    Go  to  (2) • 
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b. 


Yes 


(1)  If  the  physician  indicates  he/she  would  exclude 
certain  visits  because  they  are  "too  easy"  or  "too 
difficult",  emphasize  that  he/she  must  not  pick  and 
choose  the  visits  to  be  included  in  the  survey.  We 
need  forms  to  be  filled  out  on  consecutive  visits 
so  that  we  get  a  representative  sample  of  the  full 
range  of  EM  services  in  the  physician's  practice, 

(2)  Review  briefly  with  the  physician  that  the  only 
office  visits  that  can  be  excluded  from  the  survey 
are  the  following: 

•  Visits  that  are  included  in  a  global  surgical 
fee 

•  Visits  that  are  included  in  a  procedure  fee 

e  Visits  that  are  included  in  a  capitation  fee 
paid  by  to  the  physician  an  HMO  or  managed  care 
program 

•  Visits  that  involve  a  significant  amount  of 
medical  student,  nursing  student  or  house  staff 
teaching — Ask  if  the  physician  does  any  of  this 
type  of  teaching  in  the  office.  if  so,  tell 
the  physician  to  skip  the  days  or  patient 
sessions  (half-days)  when  she/he  has  students, 
and  to  begin  again  with  the  next  patient 
session  that  does  not  include  teaching. 

14.    Ask  if  the  physician  has  any  questions. 

a.  No    Go  to  15. 


b.   Yes    Discuss  the  problems  and  offer  solutions.  If 

you  need  to  check  with  Sue  Kerin,  Ann  Bowler  or  Ruth 
Martin  for  a  solution,  tell  the  physician  that  you  will 
call  back  later  with  an  answer. 

15.     Review  the  following  points  briefly  with  the  physician: 

•  It  is  very  important  that  we  receive  accurate  and 
complete  survey  forms.  Therefore,  it  would  be  very 
helpful  if  someone  in  the  physician's  office  reviewed 
each  form  before  sending  the  forms  to  us.  Otherwise,  we 
will  have  to  call  the  physician's  office  to  obtain 
missing  information. 
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c  The  physician's  office  should  keep  their  copies  of  the 
forms  for  at  least  three  months  in  case  we  call  with  any 
questions  about  the  forms. 

End  the  call 
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APPENDIX  G 
INTRODUCTORY  LETTERS 


PHYSICIAN  PAYMENT  REVIEW  COMMISSION 

2120  L  Street,  NW  •  Suite  510 
Washington,  DC  20037 

(202)  653-7220  FAX  (202)  653-7238 


Philip  P.  Lee,  M  D. 
Chairman 

Paul  B.  Ginsburg,  Ph.D. 
Executive  Director 

June  23,  1989 


Dear  : 

On  behalf  of  the  Physician  Payment  Review  Commission,  I  am  writing  to  ask  you  to  participate  in  a 
survey  that  will  have  a  direct  influence  on  physician  payment  policy  for  visits  and  consultations.  The 
Commission  is  a  Congressional  advisory  body  that  is  currently  developing  a  resource-based  fee 
schedule  to  pay  physicians  under  the  Medicare  program.  To  be  sure  that  payment  for  visits  and 
consultations  accurately  reflects  the  work  involved,  the  Commission  is  conducting  a  log-diary  survey 
to  obtain  factual  information  about  the  time  and  effort  involved  in  providing  face-to-face  as  well  as 
non-face-to-face  evaluation/management  services  for  different  types  of  patients. 

The  survey  will  collect  data  about  hospital  and  office  visits  provided  by  physicians  in  three  specialties: 
general  internal  medicine,  urology,  and  rheumatology.  These  specialties  were  chosen  because  their 
physicians  provide  a  broad  spectrum  of  evaluation/management  services  and  care  for  a  substantial 
number  of  Medicare  patients.  In  addition,  the  American  College  of  Physicians,  the  American  Society 
of  Internal  Medicine,  the  American  Urological  Association,  and  the  American  College  of 
Rheumatology  expressed  strong  interest  in  and  support  for  this  study  and  identified  practicing 
physicians  who  participated  actively  in  its  design.  The  pilot  study  of  internists  was  successfully 
completed  in  May  1989.  The  full  survey  of  three  specialties  will  be  completed  by  December  1989. 

Your  name  was  selected  randomly  from  the  AMA  Masterfile.  In  several  days  you  may  be  contacted 
by  a  representative  of  the  Opinion  Research  Corporation  to  arrange  a  ten  minute  telephone  interview. 
Physicians  who  satisfy  the  screening  criteria  in  the  interview  will  be  asked  to  participate  in  the  log-diary 
survey. 

The  Commission  has  contracted  with  Birch  &  Davis  Associates,  Inc.  and  their  subcontractor,  Opinion 
Research  Corporation,  to  conduct  the  survey.  Physicians  who  participated  will  complete  a  one-page 
encounter  form  for  55  consecutive  visits  and/or  consultations  that  they  provide  in  the  office  and/or 
hospital.  Each  form  will  record  information  about  the  patient;  the  services,  time,  and  work  involved 
in  the  visit;  and  the  CPT  code  for  billing.  Using  clipboards  with  attached  digital  watches,  the  physician 
and  office  staff  will  record  actual  start  and  stop  times  for  each  of  the  evaluation  and  management 
services  they  provide  on  the  day  of  the  visit.  The  physician  will  also  estimate  the  time  involved  in 
providing  related  services  before  and  after  the  day  of  the  visit.  Most  important,  the  physician  will 
estimate  the  work  of  each  visit  by  comparing  it  with  the  work  of  a  standard  vignette.  Approximately 
ten  percent  of  the  physicians  in  the  sample  will  have  their  forms  validated  by  comparing  the  recorded 
data  with  information  in  office  records. 
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Busy,  practicing  internists,  urologists,  and  rheumatologists  worked  closely  with  the  Commission  to 
develop  encounter  forms  that  can  be  used  comfortably  in  different  practice  settings  and  that  can  be 
completed  in  a  short  period  of  time.  In  the  pilot  study,  each  form  took  no  more  than  three  minutes 
of  the  physician's  time.  Most  physicians  completed  the  forms  for  55  visits  and  consultations  in  three 
or  four  days. 

All  physician  and  patient  information  obtained  in  the  survey  will  be  strictly  confidential.  Only  Birch 
&  Davis  Associates,  Inc.  will  be  able  to  identify  individual  physician  responses.  The  Commission  will 
not  be  able  to  link  a  survey  form  with  a  participating  physician's  name.  In  addition,  all  reports  of  the 
study  will  use  aggregate  statistics  from  groups  of  participants  rather  than  individual  responses.  Patient 
privacy  will  also  be  strictly  protected.  No  information  that  can  directly  identify  a  patient  will  be 
removed  from  the  physician's  office.  Only  the  physician  will  be  able  to  identify  the  patient  whose  visit 
is  recorded  in  each  encounter  or  validation  form. 

The  results  of  this  study  are  essential  for  the  development  of  sound  physician  payment  policy.  The 
physicians  who  participate  will  not  only  provide  the  Commission  with  valuable  factual  information 
about  the  evaluation  and  management  services  they  provide,  but  also  will  directly  influence  the  way 
physicians  will  be  paid  for  these  services  in  the  future.  Since  only  a  limited  number  of  physicians  will 
be  surveyed  in  each  specialty,  each  will  make  an  important  contribution  to  the  overall  results. 

On  behalf  of  the  Commission,  I  urge  you  to  participate  in  this  important  study.  If  you  have  any 
questions  or  concerns,  please  feel  free  to  contact  either  Roz  Lasker,  M.D.  (202/653-7220),  the  project 
officer  at  the  Commission,  or  Ruth  Martin  (301/589-6760),  the  project  director  at  Birch  &  Davis. 

Sincerely  yours, 


Philip  R.  Lee,  M.D. 
Chairman 


P.S.  If  your  telephone  number  has  changed  during  the  past  eighteen  months  and  you  are  interested 
in  participating  in  this  survey,  please  follow  these  instructions  to  provide  us  with  your  updated 
telephone  number:  Dial  1-800-322-7020.  Following  a  brief  message,  enter  176729  and  your  call  will 
ring  through. 
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American  College  of  Physicians 


John  R.  Bull.  MD.JD.FAC!> 
Executive  Vice  President 


June  22,  1989 


Dear  Colleague: 

For  many  years  the  College  has  argued  that  the  current  Medicare  payment 
system  undervalues  cognitive  or  evaluation/management  services  that 
internists  perform.  To  achieve  a  fair  and  equitable  payment  system, 
improvements  are  needed  in  both  the  pricing  and  coding  of  such  servic- 
es. You  will  soon  be  invited  to  participate  in  the  final  phase  of  a 
study  that  could  directly  influence  coding  and  future  physician  pay- 
ments for  visits  and  consultations.  This  study,  which  you  may  have 
read  about  in  the  June  issue  of  the  ACP  OBSERVER,  is  being  conducted 
for  the  Physician  Payment  Review  Commission,  the  Congressional  advisory 
board  that  is  currently  developing  a  resource-based  physician  fee  sched- 
ule for  the  Medicare  program. 

You  will  soon  be  receiving  additional  information  from  the  PPRC.  Birch 
&  Davis  Associates,  the  contractor  for  the  study,  will  also  be  contact- 
ing you. 

The  American  College  of  Physicians  has  been  actively  involved  in  plan- 
ning the  study  and  in  designing  and  testing  the  survey  instrument.  We 
are  urging  all  internists  who  are  contacted  to  agree  to  participate. 
We  believe  that  a  sincere  attempt  has  been  made  to  develop  clear  encoun- 
ter forms  that  can  be  completed  in  a  short  period  of  time,  in  different 
practice  settings,  and  without  disrupting  patient  flow.  Most  inter- 
nists in  a  "pre-test"  and  in  the  pilot  test  of  the  study  completed  each 
form  in  about  two  minutes  and  all  55  forms  in  less  than  three  days. 

The  results  of  this  study  will  be  critically  important  to  the  develop- 
ment of  sound  physician  payment  policy.  However,  for  the  results  to  be 
reliable,  internists  in  a  variety  of  practice  settings,  even  those  who 
are  already  extremely  busy,  will  need  to  participate.  Your  participa- 
tion will  not  only  help  to  develop  valuable  data  that  is  not  now  other- 
wise available,  but  will  also  affect  the  way  internists  will  be  paid 
for  non-procedural  services.  Because  of  the  importance  of  this  study, 
I  urge  you  to  agree  to  participate  and,  if  you  satisfy  the  screening 
criteria  during  a  telephone  interview,  to  complete  the  full  log-diary 
survey. 


Sincerely  yours , 


John  R.  Ball,  MD,  JD,  FACP 


213 


american  society  of  internal  medicine 


President 

JAMES  G.  NUCKOLLS.  MD 
Galax,  Virgins 

Pnsident-Elect 
CHARLES  P.  OUVALL.  MD 
Washington.  O  C. 

Secretary-  Treasurer 
RICHARD  D.  RUPPERT,  MD 
Toledo.  Ohio 

Immediate  Past  President 
WILUAM  H.  SMITH,  MD 
Enid,  Oklahoma 

TRUSTEES 

YANK  0.  C08LE  Jr.,  MD 
Jacksonville.  Florida 

WILLIAM  E.  GOLDEN.  MO 
Little  Rock,  Arkansas 

J.  STEPHEN  KROGER.  MO 
Longmont,  Colorado 

MILFORD  C.  MALONEY.  MD 
Buffalo,  New  York 

EUGENE  S.  OGROO  II.  MD 
Sacramento,  California 

BERGEIN  F.  OVERHOLT,  MO 
Knoxvtlle.  Tennessee 

M.  BOYD  SHOOK,  MO 
Oklahoma  City,  Oklahoma 

PETER  G.  TUTEUR,  MO 
St  Lowa,  Missouri 

KATHLEEN  M.  WEAVER,  MO 
Portland,  Oregon 

Executnm  Vice  President 
JOSEPH  F.  BOYLE,  MO 

Thirty-third  Annual  Meeting 
Washington.  O.C. 
October  18-22. 1989 

REPRESENTING 
Internists  and 
M  Suospebalists 
Of  Internal  Medicine 


June  14,  1989 


Dear  Colleague: 

On  behalf  of  the  American  Society  of  Internal  Medicine  (ASIM),  I  am  writing  to 
strongly  encourage  you  to  participate  in  the  Physician  Payment  Review 
Commission's  survey  on  visits  and  consultations.  You  will  shortly  receive  a  letter 
from  Philip  R.  Lee,  MD,  Chairman  of  the  Commission,  that  explains  the  survey  in 
detail. 

As  internists,  we  have  a  particular  stake  in  assuring  that  the  Medicare  program 
appropriately  recognizes  the  work  involved  in  providing  essential  evaluation  and 
management  (otherwise  known  as  cognitive)  services.  The  results  of  this  survey 
will  have  a  direct  bearing  on  whether  or  not  those  services  will  be  paid  more 
appropriately  in  the  future.  It  will  provide  needed  information  on  the  time  and 
work  involved  in  each  visit,  the  CPT  code  you  currently  use  for  billing  for  those 
services,  and  the  work  of  each  visit  compared  with  the  work  of  a  standard 
vignette.  The  Commission  intends  to  use  this  information  to  develop 
recommendations  for  improved  coding  for  visits  and  consultations  so  that  future 
payment  for  these  services  will  more  accurately  reflect  the  work  involved. 

ASIM  has  provided  advice  and  assistance  to  the  Commission  in  the  development  of 
this  survey  since  its  inception.  Practicing  internists  that  were  identified  by  ASIM 
participated  both  in  the  design  and  pre-testing  of  the  encounter  form.  At  all 
times,  we  have  found  the  Commission  to  be  responsive  to  our  advice. 

Your  participation  in  the  survey  will  play  a  key  role  in  developing  a  payment 
system  that  more  appropriately  recognizes  the  work  you  do  in  your  day  to  day 
practice.  We  hope  that  you  will  agree  to  participate  in  the  initial  10  minute 
telephone  interview,  and  then  in  the  log  diary  survey  (assuming  that  you  satisfy 
the  screening  criteria.)  Helping  to  design  a  better  payment  system  for  all 
internists  and  our  patients  should  be  well  worth  the  modest  time  commitment. 

Thank  you  for  your  cooperation. 

Sincerely, 

James  G.  Nuckolls,  MD 
President 


G-BD-0240 
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Joseph  F.  Boyle,  MD 
Executive  Vice  President 
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Dear  Colleague: 

On  behalf  of  the  American  College  of  Rheumatology,  I  am  writing  to 
strongly  encourage  you  to  participate  in  the  Physician  Payment  Review 
Commission's  survey  on  visits  and  consultations.  You  will  shortly 
receive  a  letter  from  Philip  R.  Lee,  MD,  Chairman  of  the  Commission, 
that  explains  the  survey  in  detail.  Birch  &  Davis  Associates,  the 
contractor  for  the  study,  will  also  be  contacting  you. 

As  rheumatologists,  we  have  a  particular  stake  in  assuring  that  the 
Medicare  program  appropriately  recognizes  the  work  involved  in 
providing  essential  evaluation  and  management  services.  The  results 
of  this  survey  will  have  a  direct  bearing  on  whether  or  not  those 
services  will  be  paid  more  appropriately  in  the  future.  It  will 
provide  needed  information  on  the  time  and  work  involved  in  each 
visit,  the  CPT  code  you  currently  use  for  billing  for  those  services, 
and  the  work  of  each  visit  compared  with  the  work  of  a  standard 
vignette.  The  Commission  intends  to  use  this  information  to  develop 
recommendations  for  improved  coding  for  visits  and  consultations  so 
that  future  payment  for  these  services  will  more  accurately  reflect 
the  work  involved. 

The  College  has  provided  advice  and  assistance  to  the  Commission  in 
the  development  of  this  survey  since  its  inception.  Practicing 
rheumatologists  who  were  identified  by  the  College  participated  both 
in  the  design  and  pre-testing  of  the  encounter  form.  At  all  times,  we 
have  found  the  Commission  to  be  responsive  to  our  advice. 

Your  participation  in  the  survey  will  play  a  key  role  in  developing  a 
payment  system  that  more  appropriately  recognizes  the  work  you  do  in 
your  day  to  day  practice.  We  hope  that  you  will  agree  to  participate 
in  the  initial  10-minute  telephone  interview,  and  then  in  the  log 
diary  survey  (assuming  that  you  meet  the  screening  criteria).  Helping 
to  design  a  better  payment  system  for  all  rheumatologists  and  our 
patients  should  be  well  worth  the  nrodest  time  commitment. 

Thanks  for  your  cooperation. 

Sincerely,  >0  / 
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John  D.  Stobo,  MD 
President 


Ronald  L.  Kaufman,  MD,  MBA 
Chairman 

Council  on  Rheumato logic  Care 
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August  28,  1989 


Dear  Colleague: 

On  behalf  of  the  American  Urological  Association,  I  am  writing  to  strongly 
encourage  you,  if  called  to  serve,  to  stand  ready  to  participate  in  the  Physician 
Payment  Review  Commission's  (PPRC)  Survey  of  Visits  and  Consultations. 

The  PPRC  has  selected  urologists,  rheumatologists  and  internists  to  participate  in 
this  survey  of  evaluation  and  management  services  (office  and  hospital  visits  and 
consultations).  Urologists  will  be  contacted  in  early  September  1989  and  invited  to 
participate. 

The  PPRC  has  contracted  with  Birch  and  Davis  Associates  and  Opinion  Research 
Corporation  to  randomly  identify  from  the  AMA  Masterfile  approximately  200 
urologists  who  meet  the  screening  criteria  and  are  willing  to  participate  in  this 
critically  important  survey.  The  AUA  provided  advice  and  assistance  to  the  PPRC 
in  the  development  of  the  encounter  forms  used  in  the  survey.  Currently,  full-time, 
practicing  urologists  are  pretesting  the  survey  procedures  so  that  refinements,  if 
warranted,  can  be  made  before  the  survey  is  fielded  in  September. 

A  detailed  letter  will  be  forthcoming  from  PPRCs  Chairman,  Philip  R.  Lee,  M.D. 
Briefly,  the  study  requires  participants  to  record  actual  times  and- estimates  of  work 
for  55  consecutive  office  and  hospital  visits  and  consultations  on  encounter  forms 
provided  to  each  physician.  Clinical  staff  employed  by  each  physician  will  also 
record  the  time  that  they  spend  providing  evaluation  and  management  services. 

Data  from  this  survey  will  furnish  the  Commission  with  vital  information  necessary 
to  make  recommendations  to  improve  coding  for  evaluation  and  management 
services  so  that  payment  for  these  services  will  more  accurately  reflect  the  work 
involved. 

If  called  upon,  your  accurate  and  diligent  participation  in  this  survey  will  play  a  key 
role  in  developing  a  fair  and  equitable  payment  system  for  evaluation  and 
management  services  provided  by  urologists.  Thank  you  very  much  for  your 
cooperation. 


Sincerely  yours, 


John  H.  McGovern,  M.D.,  President 
American  Urological  Association,  Inc. 


BSth  Annual  Meeting  ■  May  13  ■  17.  1990  -  new  Orleans  Hilton  Motel  &  Hew  Orleans  Convention  Center 


216 


APPENDIX  H 


ADDITIONAL  SURVEY  MATERIALS 


Dear  Doctor: 

I  am  pleased  that  you  have  agreed  to  participate  in  the  Physician  Payment  Review  Commission's 
Survey  of  Visits  and  Consultations.  This  study  is  essential  for  the  development  of  sound  physician 
payment  policy  under  Medicare.  The  physicians  who  participate  will  not  only  provide  the 
Commission  with  valuable  factual  information  about  the  evaluation  and  management  services  they 
provide,  but  will  also  directly  influence  how  physicians  will  be  paid  for  these  services  in  the  future. 
Because  only  a  limited  number  of  physicians  will  be  surveyed  in  each  specialty,  each  physician  will 
make  an  important  contribution  to  the  overall  results. 

Enclosed  are  all  of  the  materials  you  will  need  to  participate  in  this  study.  Please  review  the  yellow 
packing  slip  to  be  sure  that  you  received  all  the  materials.  If  anything  is  missing,  please  call  the 
PPRC  Helpline  number  listed  on  the  packing  slip. 

In  this  study,  you  and  your  staff  will  use  encounter  forms  to  record  factual  information  about  the 
evaluation  and  management  services  that  you  provide  during  office  visits,  hospital  visits  and 
consultations.  The  busy,  practicing  physicians  who  helped  us  pretest  the  survey  materials  found  they 
could  complete  a  survey  form  in  about  three  minutes  if  they  and  their  staffs: 

o         Read  the  Instruction  Booklet  before  beginning  the  survey; 

•         Completed  the  practice  forms  to  get  a  "hands  on"  orientation;  and 

Reviewed  the  forms  and  instructions  with  us  before  beginning  the  survey. 

These  three  steps  will  make  it  easier  for  you  and  your  office  staff  to  integrate  the  forms  into  your 
office  and  hospital  practice.  We  will  call  your  office  shortly  to  verify  that  you  received  the  survey 
materials  and  to  schedule  a  10-minute  telephone  call  to  review  the  forms  and  instructions  with  you 
after  you  have  had  a  chance  to  fill  out  the  practice  forms.  During  this  telephone  call  we  will  go  over 
some  key  instructions  and  give  you  the  opportunity  to  ask  us  about  items  not  covered  in  the 
Instruction  Booklet.  We  would  hate  to  find  out  later  that  we  wasted  your  time  and  cannot  use  your 
survey  forms  because  we  did  not  explain  something  clearly. 

I  would  also  like  to  remind  you  that  we  will  validate  the  data  on  the  enounter  forms  submitted  by 
approximately  ten  percent  of  the  physicians  participating  in  the  survey.  These  physicians  will  be 
chosen  at  random  and  the  validation  will  occur  within  three  months  of  data  collection.  If  we  choose 
you  for  data  validation,  a  Birch  &  Davis  staff  member  will  schedule  a  site  visit  to  compare  the  survey 
forms  that  you  completed  with  your  office  records.  Please  rest  assured  that  we  are  not  collecting  any 
clinical  information  or  billing/charge  information,  nor  will  we  remove  from  your  office  any 
information  that  can  identify  specific  patients. 

Thank  you  for  taking  the  time  to  participate  in  this  important  survey.  We  appreciate  your 
involvement  and  look  forward  to  working  with  you. 

Sincerely, 


Ruth  M.  Martin  Birch  &  Davis  Associates,  Inc. 

Vice  President 
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Helpful  Hints 


Yon  Mast 


From  Our  Pilot  Study 
Participating  Physicians 


V. 


1.  Read  the  Instruction  Booklet. 

2.  Make  sure  that  all  of  the  clocks  arc  synchronized  to  each  other.  To  reset  the  clocks,  follow  the  instructions 
included  in  your  packet  of  materials.    If  you  have  any  problems,  call  the  PPRC  Helpline  listed  below. 

3.  Fill  out  survey  forms  for  all  office  visits,  routine  hospital  visits,  and  consultations  for  which  you  bill  using 
a  visit  or  consultation  CPT  billing  code. 

Do  not  fill  out  a  survey  form  for  intensive  care  hospital  visits. 

Do  not  fill  out  a  survey  form  for  visits  for  which  you  bill  only  for  a  procedure,  such  as  a  joint  injection, 
an  EKG,  sigmoidoscopy,  laryngoscopy,  etc. 

4.  The  physician  and  other  providers  record  start  and  stop  limes  in  items  7-15  only  for  clinical  evaluation  and 
management  services.  Do  not  include  lime  for  separately-billed  clinical  procedures,  such  as  EKGs  and 
injections,  that  the  physician  or  other  provider  performs  during  the  visit. 

Do  not  include  other  provider  time  for  office  management  activities,  such  as  billing  and  medical  records 
transcription. 

5.  Both  physicians  and  other  providers  must  record  the  actual  start  and  stop  times  for  all  evaluation  and 
management  services  that  they  provide  on  the  day  or  the  visit  This  includes  evaluation  and  management 
services  provided  before,  during,  and  after  the  patient  encounter. 

6.  In  item  21,  record  your  estimate  of  the  number  of  minutes  that  the  physician  and/or  other  providers  spent 
before  the  day  of  the  visit  or  will  spend  after  the  day  of  the  visit  providing  evaluation  and  management 
services  related  to  this  visit  Do  not  record  estimates  of  time  for  services  that  you  will  bill  separately,  such 
as  follow-up  visits,  procedures,  etc. 

7.  Item  22  refers  only  to  physician  work  and  must  be  completed  by  the  physician.  In  this  item,  you  estimate 
the  total  physician  work  involved  in  the  visit  by  comparing  it  to  the  physician  vignette  described  in  the 
lower  left-hand  corner  of  the  form.    The  vignette  has  a  physician  work  value  of  100. 

Remember  that  this  item  refers  to  all  of  the  physician  management  and  evaluation  services  related  to  this 
visit.    This  includes  services  provided  before,  on,  and  after  the  day  of  the  visit. 

Do  not  include  any  work  related  to  separately-billed  procedures,  such  as  EKG  or  sigmoidoscopy,  in  your 
work  estimate. 


8.  Item  23  refers  only  to  physician  work  and  must  be  completed  by  the  physician.  In  this  item,  record  the 
percent  of  the  physician  work  that  you  provided  on  the  day  of  the  visit    Please  note: 

•  If  you  did  not  record  any  physician  time  in  item  21,  we  assume  that  you  did  not  provide  any  evaluation 
and  management  services  before  or  after  the  day  of  the  visit.  Therefore,  in  item  23,  you  should  write 
in  1Q0  percent. 

•  If  you  did  record  physician  lime  in  item  21,  we  assume  that  you  provided  evaluation  and  management 
services  before  or  after  the  day  of  the  visit.  Therefore,  in  item  23  you  should  write  In  a  percentage 
that  is  less  than  100  percent. 

9.  Tear  off  the  original  white  copies  of  the  survey  forms  at  the  perforation  and  return  them  to  Birch  &  Davis 
Associates,  Inc.,  with  the  other  items  listed  on  the  Mailing  Checklist.  Keep  the  whole  8  1/2  by  14  Inch 
yellow  copy  for  your  files.  Keep  these  yellow  copies  together  In  one  place  (not  the  patient  medical  records) 
so  you  can  find  them  if  we  call  with  questions.  You  may  also  want  to  keep  copies  of  the  appointment 
logs/sign-in  sheets  and  billing  logs/bills  for  the  survey  days  with  the  forms  to  help  answer  questions  if  we 
call. 


Wlien  in  doubt,  check  it  out. 

Call  Birch  &  Davis  at  1-800-322-7020;  then  enter  176729. 
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Survey  Of  Visits  And  Consultations 


Practice  Roster  For  Practice  No. 


PLEASE  COMPLETE  THIS  FORM  BEFORE  YOU  BEGIN  THE  SURVEY. 

For  the  survey,  we  must  identify  the  services  provided  by  individual  employees,  but  we  do  not  need  to  know  the 
employees'  names.  Therefore,  please  assign  a  code  number  to  each  employee  who  provides  any  of  the  services 
listed  on  the  survey  form.  You  keep  the  copy  of  the  form  with  the  names  on  it  and  send  us  the  copy  with  only  the 
code  numbers. 

We  have  assigned  code  01  to  the  physician.  To  assign  codes  to  other  employees,  write  their  names  and  titles  on 
the  lines  next  to  the  code  numbers. 

NAME  TITLE*  CODE  NO. 

M.D.  01 
_____  02 
_____  03 

04 

__=__=  05 

  06 

07 
08 
09 
10 
11 
12 
13 
14 
15 


Keep  the  original  of  the  form  that  has  the  names  on  it  for  your  records.  Send  the  copy  that  does  not  have 
any  names  on  it  to  Birch  &  Davis  Associates,  Inc.,  with  your  completed  survey  forms. 


"Nurse  Practitioner,  Physician's  Assistant,  R.N.,  L.P.N./L.V.N.,  Nursing  Assistant/Nurse's  Aide, 
Receptionist,  Secretary,  other  (specify). 

Physician  Payment  Review  Commission 

ORIGINAL  6/14/89 


220 


Survey  or  Visits  And  Consultations 


Supplemental  Log 


A  provider  can  use  this  form  to  record  sun  and  stop  times  if  she/he  provides  one  of  the  services  listed  in  items 
7  through  15  on  the  survey  form  on  the  day  of  the  visit,  but  does  not  have  access  to  the  survey  form  at  the  time. 
For  example: 

•  The  nurse  schedules  an  X-ray  for  the  patient  while  the  physician,  who  is  doing  patient  counseling,  has 
the  survey  form. 

•  The  nurse  can  record  the  telephone  call  to  schedule  the  X-ray  on  this  log,  and  then  transcribe  the 
information  onto  the  survey  form  after  the  physician  finishes  the  counseling. 

Remember  to  transcribe  the  Information  onto  the  patient's  survey  form  as  soon  as  possible. 

Provider        Service/         Start  Stop  Transcribed 

Patient  Name  Code  Item  No.        Time  Time  (X) 


Physician  Payment  Review  Commission 
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SURVEY  07  PHYSICIAN  VISITS  AND  CONSULTATION 


MAILING  CHECKLIST 

Please  complete  this  checklist  after  you  have  finished  55  survey 
forms.  Enclose  this  form  and  all  the  items  listed  below  in  the 
envelope  provided,  and  mail  them  to  Birch  &  Davis  Associates,  Inc. 


Practice  No. 


1.  Date 

2.  Enclose  the  completed 
copy  of  the  practice 
roster 

3 .  Record  the  number  of 
completed  original 

survey  forms  enclosed   

4.  Record  the  number  of 
voided  original  survey 

forms  enclosed   

5.  Record  the  number  of 
blank  original  survey 

forms  enclosed   

6.  Total  items  3  through  5* 

7.  Record  the  number  of 
completed  photo-copied 
survey  forms  enclosed 

8.  Total  item  6  and  7 

List  the  name  and  NAME:  

telephone  number  of 
a  person  to  contact 

if  we  have  any  TEL  NO:  

questions  about  the 
survey  forms. 


*Return  all  65  original  forms.  If  the  total  for  item  5  is  less  than  65  please  locate  the  missing  originals. 
If  you  still  cannot  find  the  originals,  explain  on  the  back  of  this  form  the  number  of  original  survey 
forms  missing  and  reason  not  included. 


Physician  Payment  Review  Commission 
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APPENDIX  I 


METHOD  FOR  ADJUSTING  VISIT  SURVEY 
WORK  VALUES  TO  THE  HSIAO  STUDY  SCALE 


The  relative  total  work  values  (RWVs)  in  Chapter  3  are  on  the  Visit  Survey  scale  of 
relative  work.  Thus,  they  cannot  be  compared  with  RWVs  for  visits  or  non-EM  services 
in  Phase  II  of  the  Hsiao  study.  The  method  used  to  adjust  Visit  Survey  RWVs  to  the 
Hsiao  study  scale  assumes  that  aggregate  EM  work  is  the  same'in  the  Visit  Survey  and  the 
Hsiao  study.  However,  since  aggregate  EM  work  in  the  Hsiao  study  is  different  depending 
on  whether  it  is  calculated  using  regressions  based  on  individual  physician  responses  or 
mean  values  for  each  EM  vignette  (see  Chapter  5),  Visit  Survey  RWVs  had  to  be  adjusted 
twice—to  a  Hsiao  study  "mean  values"  scale  and  to  a  Hsiao  study  "individual  physician 
responses"  scale-to  make  the  appropriate  comparisons. 

The  method  presented  below  simulates  RWVs  for  six  classes  of  visits  (new  and  established 
patient  office  visits,  initial  and  subsequent  hospital  visits,  and  initial  and  follow-up 
consultations)  under  a  model  coding  system  that  uses  five  levels  of  service  (with  typical 
encounter  times  of  5,  15,  30,  45,  and  60  minutes)  to  differentiate  visits  in  each  class.  Visit 
Survey  encounter  time  is  defined  as  face-to-face  time  for  outpatient  visits  and  as  floor  time 
for  inpatient  visits. 

The  adjustment  method  proceeded  in  four  steps:  (1)  computing  RWVs  for  the  model  visit 
codes  using  the  Hsiao  study  regressions  based  on  mean  values  and  individual  physician 
responses;  (2)  estimating  the  frequency  with  which  the  model  codes  would  be  used  under 
the  Medicare  program;  (3)  estimating  aggregate  work  for  the  six  classes  of  visits  under  the 
two  Hsiao  study  scales;  and  (4)  adjusting  RWVs  based  on  Visit  Survey  regressions  to  each 
of  the  Hsiao  study  scales. 

STEP  1:  COMPUTING  HSIAO  STUDY  RWVs  FOR  MODEL  VISIT  CODES 

RWVs  for  model  visit  codes  based  on  the  Hsiao  study  regression  estimated  with  individual 
physician  responses  were  assigned  using  regression  coefficients  in  Chapter  9  of  the  Phase 
II  report. 


RWVs  for  model  visit  codes  based  on  the  Hsiao  study  regression  estimated  with  mean 
values  were  estimated  using  data  from  Table  9.16  in  the  Phase  II  report.1  Since  some  of 
the  encounter  times  in  this  table  are  different  from  those  in  the  model  coding  system, 
RWVs  for  some  model  codes  had  to  be  extrapolated.2  The  extrapolation  method  assumes 
that  the  percentage  change  in  total  work  for  a  1  percent  change  in  encounter  time  is 
constant  within  each  visit  class.  This  assumption  underlies  the  regression  analyses  in  both 
the  Hsiao  study  and  the  Visit  Survey.  The  percentage  change  in  total  work  relative  to  the 
percentage  change  in  encounter  time  was  computed  for  all  adjacent  pairs  of  encounter 
times  in  each  of  the  six  visit  classes  in  Table  1.  The  average  percentage  difference  across 
these  pairs  was  used  to  extrapolate  to  new  encounter  times. 


STEP  2:  ESTIMATING  THE  FREQUENCY  DISTRIBUTION  OF  NEW  VISIT  CODES 


Data  from  several  sources  were  used  to  estimate  the  frequency  with  which  the  new  visit 
codes  would  be  used  under  the  Medicare  program.  The  aggregate  number  of  visits  in  each 
of  the  six  visit  classes  was  determined  from  the  1988  Part  B  Medicare  Annual  Data 
Procedure  File  (BMAD  I).  The  number  of  visits  that  would  be  expected  to  be  billed  under 
each  of  the  levels  of  service  within  each  class  was  determined  from:  (1)  the  distribution 
of  encounter  times  for  office  visits  and  consultations  in  the  1985  National  Ambulatory 
Medical  Care  Survey  (NAMCS),  and  (2)  the  distribution  of  encounter  times  for  hospital 
visits  from  the  Visit  Survey. 

Data  from  the  Visit  Survey  was  used  for  inpatient  visits  because  it  is  the  only  source  of 
information  about  floor  time  (the  way  inpatient  encounter  time  is  defined  under  the 
coding  system  used  in  this  analysis).  Although  the  Visit  Survey  was  limited  to  physicians 
in  three  specialties,  the  hospital  times  in  this  survey  can  probably  be  generalized  to  all 
specialties.  The  distribution  of  face-to-face  hospital  encounter  times  in  the  Visit  Survey 
closely  matches  the  distribution  of  face-to-face  hospital  encounter  times  in  the  University 
of  Southern  California  National  Study  of  Medical  and  Surgical  Specialties  (see  Table  5-5 
in  Chapter  5). 


1  These  RWVs  are  based  on  regressions  reported  in  Appendix  M  of  the  Phase  II  report. 

2  An  extrapolation  approach  was  used  because  RWVs  derived  from  the  regressions  in  Appendix  M  of  the 
Phase  II  Report  do  not  fit  the  RWVs  reported  in  Table  9.16. 
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STEP  3:  ESTIMATING  AGGREGATE  EM  WORK 


Aggregate  total  work  under  the  two  Hsiao  study  scales  was  determined  by:  (1)  multiplying 
the  computed  Hsiao  study  RWV  for  each  model  visit  code  by  the  number  of  visits 
expected  to  be  billed  under  that  code;  and  (2)  summing  across  all  codes.3 


STEP  4:  ADJUSTING  VISIT  SURVEY  RWVs  TO  THE  HSIAO  STUDY  SCALES 


To  adjust  the  Visit  Survey  scale  of  relative  work  to  the  Hsiao  study  scales,  each  Visit 
Survey  RWV  was  multiplied  by  the  ratio  of  aggregate  EM  work  under  a  Hsiao  study  scale 
(either  the  "individual  physician  response"  or  the  "mean  values"  scale)  to  aggregate  EM 
work  under  the  unadjusted  Visit  Survey  scale. 


3  Aggregate  EM  work  could  only  be  calculated  for  five  classes  of  visits  under  the  "individual  physician 
response"  scale  because  the  Harvard  researchers  did  not  include  subsequent  hospital  visits  in  their  individual 
physician  response  regression. 
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